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ABSTRACT 
According to the Council on Higher Education (CHE, 2011:78) the term Work 
Integrated Learning (WIL) refers to an educational approach that aligns academic and 
workplace practices for the mutual benefit of students and workplaces. The CHE 
(2011:4) further describes WIL as an approach to career-focussed education that 
includes classroom-based and workplace-based forms of learning that are 
appropriate for the professional qualifications. WIL forms part of many training 
programmes for professions across the globe and is considered an important aspect 
of preparing the trainee or student to integrate theoretical learning into the clinical 
environment in which he or she will be building his or her career. WIL is considered 
crucial for the development of professional attributes and competencies needed to 
perform duties within the chosen profession once the trainee is qualified.  
Health care professions across the world employ WIL in clinical areas as an integral 
part of their curricula and nursing specifically is one of the health care professions that 
utilise a large component of WIL for clinical development of the student nurses. In 
South Africa, student nurses are currently placed in a variety of clinical settings in 
order to obtain the required and regulated clinical experience that work integrated 
learning should offer them. However, anecdotal evidence indicated that student 
nurses from the various Nursing Education Institutions in Nelson Mandela Bay 
experienced difficulty in finding adequate opportunities to develop their newly 
acquired skills when in the clinical areas and reported great difficulties in achieving 
their WIL outcomes. The aim of this study was to explore and describe the student 
nurses’ experiences of work integrated learning in various clinical areas in the Nelson 
Mandela Bay. 
This study followed a qualitative, exploratory, descriptive and contextual design with 
two phases. Thirty-five student nurses in their third and fourth-year were purposely 
sampled. In phase one data was collected using two steps, where the first step 
comprised using naïve sketches. During the second step interviews were done by 
means of focus groups using semi-structured questions and responsive interviewing. 
Data was transcribed verbatim and analysed thematically using Tesch’s method of 
analysis. In phase two recommendations for nurse educators to optimise WIL were 
formulated. 
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The following three themes and related sub-themes emerged from the analysis:  
1) Student nurses experienced a multitude of challenges in the clinical placement 
areas (CPA) and at the nursing education institution (NEI) that negatively impact 
on their morale and hinder WIL, namely lack of resources, unsupportive learning 
environments, a lack of belonging and workplace violence.  
2) Positive experiences resulted in motivated and enthusiastic students, namely 
being inspired by role models, enhanced learning when support was offered and 
personal growth.  
3) Students offered recommendations for enabling their WIL, namely adequate 
mentoring and clinical support, adequate financial support related to WIL and 
adjusting the nursing programmes to better incorporate the students’ needs. 
Relevant literature and recommendations offered by the student nurses were used to 
formulate recommendations with action steps for nurse educators to optimise work 
integrated learning of student nurses. 
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CHAPTER ONE:  
ORIENTATION AND OVERVIEW OF STUDY 
1.1 INTRODUCTION  
Work Integrated Learning (WIL) is a methodology of curriculum design used to 
integrate academic learning into industry-based or community-based experiential 
learning (Winberg, Engel-Hills, Garraway & Jacobs, 2011). The Council on Higher 
Education (CHE) describes WIL as an educational approach that aligns academic 
and workplace practices for the mutual benefit of students and the workplace. WIL 
is structured, monitored and assessed to meet the outcomes of that specific 
learning programme and is an educational activity that integrates theoretical 
learning into application in the workplace (CHE, 2011:4).  
In this chapter the background to the study is presented. Some literature related to 
the WIL and the South African nursing context is discussed and the problem 
statement extrapolated. The research objectives are stated and concepts related 
to the study as well as the paradigmatic perspective of the study, are clarified. The 
research design, method and ethical considerations are mentioned, but a detailed 
discussion is presented in Chapter Two. 
1.2 BACKGROUND TO THE STUDY  
WIL is used as an umbrella term to describe curricular, pedagogic and 
assessment practices across a wide range of academic disciplines that are 
integrating formal teaching into workplace experience for many student 
professionals (CHE, 2011:4). Many universities worldwide commonly place 
students, and specifically health professional students, into health care settings as 
they consider WIL to be essential for the graduate to be work-ready (Scarvell & 
Stone, 2010:386). An example is the Queensland University in Australia (ACEN 
Inc., 2011) where WIL forms an integral part of the health care profession’s 
curriculum. The students learn through engagement with industry and community 
partners in authentic activities that are planned and assessed. These activities 
provide opportunities for student nurses to develop and integrate their knowledge, 
skills and dispositions through creative problem solving in real world contexts. As 
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a result the student nurses are able to experience the practices and cultures of the 
relevant professions and sectors, explore career options and represent their 
emergent professional identity and capabilities, as well as reflect on practice itself. 
In South Africa, WIL forms a compulsory component of most of the health care 
professional qualifications. Furthermore, WIL is implemented for student nurses by 
all nursing education institutions (NEIs), irrespective of whether it is at a university 
or a nursing college. 
Owing to the fact that many of the health professions commonly use WIL, the 
approaches to WIL might differ and can include aspects such as preceptorship, 
peer learning, mentoring, various clinical teaching models and even student nurse-
led learning (Scarvell & Stone, 2010:387). These perspectives interlink with the 
progression of technology, the growth of knowledge bases, and various integrated 
learning platforms. Cooper, Blitz, Cooke and Reid (2013:25) state in their interim 
report that learning needs to be more transactional. In other words, the student 
nurses’ experiences in the clinical arena or work-place should lead to inquiry, 
critical thinking and achieving core competencies. The report further stated that 
transactional learning in the work-place should progress to become 
transformational; thus supporting Kolb’s theory of learning (Cooper et al., 
2013:25). 
Kolb’s theory of learning, according to Bastable, Gramet, Jacobs and Sopczyk 
(2011: 136), refers to a situation where learning is continuously created and re-
created as the learner is not a blank slate but rather approaches learning or the 
topic to be learnt with preconceived ideas. Kolb’s theory of learning further 
supports the WIL concept as the learning style is considered to be a cumulative 
result of past experiences, heredity and the demands of the present environment. 
Ley, Ulbrich and Scheir et al. (2008:31) refer to WIL as education that aims to 
foster learning transfer, meaning that what has been learnt needs to be applicable 
to current job activities and the professional roles for which the student nurse is 
being prepared.  Another theorist, Benner (1984:13-34), indicates that there are 
five stages of skill development which the student nurse will move through: 
Novice, Advanced Beginner, Competent, Proficient, and Expert. The WIL 
environment should enhance the skill acquisition of the novice student nurse 
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through training and development in order to assist the student nurse to progress 
from being a novice to becoming competent, developing to be proficient or even 
an expert. A variety of professional and ancillary staff at different professional 
levels are present in the CPA to assist the student nurses with WIL. 
Historically, the training of nurses has been approached from a clinical 
perspective, both globally and here in South Africa. The goal of the clinical training 
or WIL is to develop the affective, cognitive and psychomotor skills of the student 
nurse. Such skills are necessary in order to ensure that student nurses become 
independent, competent and critical thinking professional practitioners who deliver 
quality nursing care to the population for whom they care. The WIL experiences 
during the training years should take place in a variety of health care settings to 
provide a wide range of adequate experiences linked to the expected learning 
outcomes of the various professional courses (CHE, 2011:20). Currently in South 
Africa WIL is considered a compulsory aspect of nursing training as the South 
African Nursing Council (SANC) enforces a prescribed number of clinical hours to 
be achieved in order for the student nurse to register as a qualified practitioner. An 
example of such prescribed clinical hours are the 1500 hours the student nurses 
enrolled in the nursing programme, regulated by R425, need to complete in the 
General Nursing Science (GNS) discipline, forming only one component of the 
4000 hours they would need in total. The clinical hours may be achieved in a 
variety of disciplines or specialisations depending on the qualification being 
completed by the student nurse. The placement of student nurses in the clinical 
placement areas (CPAs) for the completion of these clinical hours could be in the 
field of general nursing, community nursing or psychiatric nursing, to name a few. 
GNS forms the basis of all nursing training at all NEIs irrespective of the 
qualification specifics. In the GNS discipline, SANC specifies the clinical hours to 
include a variety of areas such as medical, surgical and paediatric units and high 
acuity units, as well as emergency care and operating theatres. The research 
study aims to ascertain the perceptions of the student nurses with regard to their 
experiences of WIL in the areas specific to GNS and to use the data in order to 
make recommendations on how to optimise WIL. 
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The NEIs in the Nelson Mandela Bay (NMB) have affiliations with the CSPs such 
as the hospitals, municipal clinics and community services in order for the student 
nurses to complete their WIL. To ensure the optimal use of the clinical placement 
areas, SANC, by virtue of the Nursing Act 33 of 2005, enforces that both the NEIs 
and the CSPs need to have SANC accreditation for the placement of the student 
nurses for WIL. The CSPs indicate, by means of a service level agreement 
document, the number of student nurses they are able to accommodate in the 
various wards or units based on aspects such as bed occupancy rates, services 
rendered to patients, the patient turnover rate, and the learning opportunities that 
exist in the respective units or wards for the student nurses. This agreement also 
takes into consideration the possible placement of any other NEIs’ student nurses 
and the number of their own nursing staff available to assist or mentor the student 
nurses when doing their WIL (service level agreement documents as requested by 
SANC, NMMU). Once these logistics are communicated between the CSPs and 
the NEIs it becomes the responsibility of the specific NEI to plan the clinical 
placement of the student nurses. The clinical placement is arranged by specific 
staff, i.e. lecturers offering the clinical component of the nursing programme or the 
clinical placement coordinators, as per the clinical training model (FUNDISA: 
Trends in nursing, 2012:50). The clinical placement related to WIL will incorporate 
the specific programme objectives and the stipulated learning criteria that need to 
be met as stipulated by the curricula and the pertaining SANC regulations. 
Anecdotal evidence indicated that the allocation of the clinical placements is 
usually in the format of a roster and the frequency of the rotations is determined by 
the NEI based on the availability of WIL experiences, as well as the number of 
student nurses needing placement in the specific areas at specific times and 
intervals.  
In the history of South African nursing, especially prior to 1994, many of the NEIs 
formed part of the Department of Health. The hospital that the NEI was affiliated 
with was responsible for the student nurses’ WIL. The clinical teaching personnel 
of that hospital prepared the student nurses with the various skills, the facilities’ 
policies, codes of conduct, and expectations and information they needed to 
function in the units to which they were allocated (Kotze, 2015:6-8). Today most of 
these functions are considered shared activities by both the NEIs and the CSPs, 
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but many of the preparatory functions are taken over by the nurse educator at the 
NEI. According to the clinical accompaniment model (CAM) proposed by nursing 
education stakeholders at the National Nursing summit on reconstructing and 
revitalising the nursing profession (Geyer, 2013:25), part of the nurse educators’ 
duties are not only to conduct clinical follow-ups or clinical accompaniment with 
the student nurses, but also to remain clinically competent in their own field of 
specialisation. The nurse educator’s visits to the clinical areas often include 
resolving possible concerns and conflict or determining the student nurse’s 
conduct, but more importantly, they provide an opportunity to interact with the 
student nurse in the ward. This interaction can include bedside presentation of the 
patients and their medical and nursing care, performing newly acquired skills, 
practising clinical judgement, integrating theory with practice, and actively 
participating and interacting with members of the multi-disciplinary team. The WIL 
taking place during these interactions further supports SANC’s notions that 
change in the behavioural, cognitive, affective and psychomotor aspects of the 
student nurse happens through active involvement of the student nurse with 
practice (SANC, R425 Guide, 1985:3). To further strengthen the professional 
development of the student nurse, Geyer (2013:26) proposed that student nurses 
be placed in clinical facilities where a certain level of quality nursing care is 
evident, which is a crucial responsibility of the CSPs.  
The CSPs have various responsibilities related to the student nurses’ WIL. These 
responsibilities include mentoring in the units and supervision of the student 
nurses when performing nursing care and related procedures. The responsibilities 
furthermore include the integration of theory with practice and the witnessing of 
new, relevant or interesting procedures related to patient care. Facilitating multi-
professional communication and developing skills such as planning and patient 
advocacy will assist the student nurse to comprehensively grow, for all of these 
functions form part of the duties of the registered nurse in the clinical environment 
(SANC, R2598: The scope of practce of the registered nurse, 1978). These roles 
and responsibilities of the CSPs with regard to WIL are further highlighted by 
Benner’s theory which states that open communication, feedback and reflection on 
experiences which are planned by the more experienced professional nurse or 
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mentor positively affects skill (and attitudinal) acquisition during WIL (Benner, 
2001:43).  
As previously mentioned by Geyer (2013:27), an important aspect of the CSP’s 
responsibilities is the rendering of quality nursing care. Jooste and Jasper 
(2011:62) state that while there is no absolute norm regarding the right numbers or 
ratio of staff to deliver a service, there are direct links between adequate staffing 
levels and positive patient care outcomes. The optimal skills mix is dependent on 
the correct utilization of the right number of staff, for the right reasons, at the right 
service level with the right skills, which means that competencies at all levels are 
the key to success (Jooste & Jasper, 2011:59). According to the Eastern Cape 
Health Crisis Action Coalition report (2013:26) the student nurses often make up 
an integral part of the actual workforce needing to deliver a service to the health 
care users as many of the vacant posts are not filled. WIL implies specifics such 
as accompaniment of the student nurses and mentoring from the professionals in 
the clinical area which has already been noted as being a challenge, considering 
the large number of vacant clinical posts in the institutions used for clinical 
placement (South African Department of Health, 2011:10). The strategy document 
further highlights the fact that the funding of clinical training is not optimally 
coordinated by the provincial governance. It furthermore stresses concern about 
the insufficient provision for WIL positions and resources to provide the much 
needed cadre of health professionals in order to increase service delivery to our 
society (South African Department of Health, 2011:10).  
According to Jooste and Jasper (2011:62) a further challenge for the nursing 
managers is the distribution of adequate nursing staff members. In some of the 
clinical areas the staff is adequate in numbers, but actual skills or specific 
categories of nurses are not available; thus specific tasks are either not 
performed, performed incorrectly, or left to student nurses to do who then function 
without the required supervision. Insufficient supervision of the student nurses in 
the clinical areas may lead to a negative experience of the clinical work 
environment. According to Scarvell and Stone (2010:390) such an environment 
creates uncertainty with the student nurses about their professional 
responsibilities, thus impacting negatively on the learning and clinical 
7 
competencies that need to take place in order for the student nurses to develop 
into competent and safe practitioners. It is these concerns that motivated the 
researcher to undertake this study in order to understand the experiences of 
student nurses in the clinical work environment. 
1.3 PROBLEM STATEMENT  
Student nurses have their clinical procedures demonstrated to them at the NEIs. 
Practising these skills and developing competence in performing these skills is a 
crucial component of their WIL in the clinical areas. Anecdotal evidence indicates 
that student nurses from the various NEIs in the Nelson Mandela Bay (NMB) 
verbalise an increased difficulty in finding adequate opportunities to practise their 
newly acquired skills and nursing care procedures when placed in the clinical 
areas. Reasons for the decreased opportunities were indicated to be lack of 
supervision in the nursing units and high patient loads in some of the clinical 
areas, as well as too few staff present to render the volume of care required by the 
patients; therefore the clinical staff has little or no time for the student nurses to 
practise their clinical skills. As a result the student nurses are concerned that they 
will not meet the requirements to be found competent in clinical examinations and 
furthermore not meet the requirements dictated by the SANC. 
More anecdotal evidence indicated that student nurses have been assigned non-
nursing tasks, such as acting as a porter by transporting patients to various units 
within the hospital or fetching medication from the pharmacy. Often registered 
nurses would instruct the student nurses to do the generalised tasks of seeing to 
the patients’ hygiene needs and doing the vital sign monitoring rather than actively 
involving them in the more advanced tasks and skills related to their respective 
level outcomes or learning objectives such as the administration of medication, 
doing doctors’ rounds, and performing wound care for fear of legal actions from 
patients if the student nurses make mistakes. Student nurses therefore have 
limited exposure to the actual duties they will be expected to perform on a daily 
basis when qualified, an aspect of concern to the nurse educators in the NMB as 
the CSPs expect competent graduates or diplomandi exiting the various NEIs.  
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It has come to the attention of the researcher that student nurses verbalise 
feelings of alienation, uncertainty and vulnerability when placed in the clinical 
areas. Reflective sessions with student nurses and nurse educators lead to 
discussions on managing conflict and verbal abuse from staff and registered 
nurses in the clinical areas. Student nurses are not made to feel welcome in the 
clinical areas as the allocation lists from the NEI has not been communicated 
timeously at ward level, even if the CSPs management has acknowledged 
timeous receipt of the communications from the NEIs. Some student nurses 
verbalised that they are expected to prove themselves as hard workers in the 
clinical areas first before they will be allowed to perform the skills or procedures 
they need competence in. 
Another concern of the nurse educators and the researcher is that the student 
nurses are asking for clarity on options they could have taken in ward situations 
when they experienced patients being compromised. These discussions indicate 
that the student nurses are witnessing poor care or a lack of decision making in 
the clinical area and that they do not feel adequately supported by the CSPs or the 
registered nurses to act on the patients’ behalf. This not only directly negates a 
crucial part of the scope of practice of a professional nurse who should always be 
an advocate to the people in her care, but creates conflict for the student nurse 
still growing in her own professional capacity. 
Nevertheless, there is some anecdotal evidence to support positive interactions 
and feedback from a few of the CSPs. Some of the CSPs try to create learning 
friendly environments for the student nurses and their own personnel and invite 
nurse educators to assist in presentations for clinical updates, but they are only a 
few. In some of the clinical areas the registered nurses do lead by example in 
allowing the student nurses to be part of their professional rounds with both the 
patients and the multi-professional team. Patient care is discussed, nursing 
procedures are explained and demonstrated and student nurses are allocated to 
practise their skills; thus competence is nurtured. It is in these few clinical areas 
that the student nurses flourish and, on allocation rotation, create great tension for 
the nurse educators who are then inundated with requests from the student nurses 
to be allocated to these few areas.  
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This study aims to gain a better understanding of the experiences of the student 
nurses with regard to their WIL in the clinical settings where they are placed. The 
data collected from the participants will then be used to develop recommendations 
for nurse educators to optimise the WIL for student nurses.  
1.4 RESEARCH QUESTIONS 
The research questions for this study include: 
(i) What are the experiences and factors hindering WIL of student nurses? 
(ii) What are the experiences and factors enhancing WIL of student nurses? 
(iii) How can WIL be optimised for student nurses? 
1.5 PURPOSE OF STUDY 
The purpose of this study is to explore and describe the student nurses’ 
experiences of WIL in the clinical placement areas in order to develop 
recommendations to optimise the WIL for student nurses. 
1.6 OBJECTIVES 
The objectives of this research study are to explore and describe the student 
nurses’ experiences of WIL in the clinical placement areas in the NMB and to 
make recommendations to nurse educators in order to optimise the WIL of student 
nurses. 
1.7 CONCEPT CLARIFICATION  
Concept clarification can be the abstract or theoretical meaning of the concepts 
needing to be clarified in order for other researchers to understand the context as 
related in the specific study (Polit & Beck, 2010:66). The following concepts in the 
study will be discussed for clarification purposes. 
1.7.1 Optimise 
As per the Oxford Dictionary of English (online version 4-1-4) ‘optimal’ is the best 
or most favourable especially under a particular set of circumstances and 
‘optimise’ is to make the best or most effective use of a situation or opportunity. In 
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terms of this study, the term optimise refers to developing recommendations for 
nurse educators based on experiences of the student nurses to better the WIL of 
student nurses.  
1.7.2 Registered nurse 
The Nursing Act no. 33 of 2005 (2005:34) section 30 (1) states that “A 
professional nurse is a person who is qualified and competent to independently 
practise comprehensive nursing in the manner and to the level prescribed and 
who is capable of assuming responsibility and accountability for such practice.” 
The professional nurses referred to in the Act are referred to as registered nurses 
(RN) in practice and often called sisters. For this study the term professional nurse 
includes all qualified registered nurses in clinical practice. 
1.7.3 Student nurse 
Student nurses are students enrolled in nursing programmes at an NEI. There are 
several of these programmes available and each is governed by regulations 
promulgated by SANC and the Nursing Act no. 33 of 2005. The referral to student 
nurses in the study relates to the student nurses who are enrolled in training 
programmes to become registered nurses as stated by section 30(1) of the 
Nursing Act as cited in the previous definition. For the purposes of this study the 
term student nurses is interchangeable with nursing students as cited in literature. 
In this study the student nurses (participants) are in their third and fourth year of 
nursing training and thus registered for the four-year programme regulated by 
R425. 
1.7.3.1 Regulation 425 
Regulation 425 (R425) of 22 February 1985 is the regulation relating to the 
approval of, and the minimum requirements for, the education and training of a 
Nurse (general, psychiatric and community) and Midwife leading to registration. 
This is commonly referred to as the four-year comprehensive programme and 
student nurses are allocated to a variety of clinical areas for WIL, of which General 
nursing science (GNS) forms the bulk in their first three years of the programme. 
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1.7.4 Work integrated learning (WIL) 
According to the CHE (2011:78) the term WIL refers to an educational approach 
that aligns academic and workplace practices for the mutual benefit of students 
and workplaces. The CHE (2011:4) further describes WIL as an approach to 
career-focussed education that includes classroom-based and workplace-based 
forms of learning that are appropriate for the professional qualifications. In the 
South African higher education system WIL, in its various forms, has been strongly 
influenced by professional councils, many of which contribute to curriculum 
development and the assessment of the students in their respective fields. The 
training of health professionals, for example, happens at the site of practice such 
as a hospital (CHE, 2011:6). For the purposes of this research study WIL refers to 
the learning experiences of the student nurses in their clinical practise 
environments in NMB. 
1.7.5 Nurse educator 
According to FUNDISA: Trends in nursing (2012:52) a nurse educator is a 
registered nurse affiliated to an NEI and takes direct responsibility for the quality of 
the clinical learning of the student nurses. It is advised that they have an additional 
qualification in education and are an expert in a substantive area of the nursing 
curriculum. For the purpose of this study the nurse educator will refer to the 
lecturing staff of the NEIs, as well as the clinical coordinators and clinical mentors 
of the CPAs in the NMB. 
1.8  PARADIGMATIC PERSPECTIVE ( THEORETICAL FRAMEWORK) 
The theoretical framework assists the researcher to focus, organise and plan the 
study by using existing theories to examine a problem and gather and analyse 
data. According to Brink (2009:24), the concepts of a theory are interrelated to 
create a specific way of viewing the research at hand. In addition to the theories of 
Kolb and Benner, the researcher will use Kotzé’s theory (1998) on nursing 
accompaniment as a theoretical framework for the study and understanding the 
experiences of student nurses in clinical practice. The theory of nursing 
accompaniment proposed by Kotzé (1998:8) defines nursing as a comprehensive 
interpersonal service to humans. Furthermore, Kotzé (1998:8) points out that the 
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process of nursing consists of management, teaching and clinical activities with 
accompaniment forming an integral part of these activities and resulting in change, 
be it the health and wellness of the patient or the professional development of the 
nurse or student nurse. This change is achieved through the therapeutic use of 
self, knowledge and skills. Kotzé’s theory (1998:3-4) has four meta-theoretical 
dimensions:  
(i) man (human being) as a unitary;  
(ii) multidimensional being;  
(iii) the world in which the human being finds himself but also his/her internal 
world; and 
(iv) health, which is the state of wellness and disease and the degree to which 
the human can maintain himself, and the nurse that provides an 
interpersonal comprehensive service to mankind in all stages of life. 
Accompaniment is the essence of nursing in as much as it is concerned with the 
care, support and guidance provided by the person accompanying (‘going with’) 
the patient or, in this case, the student nurse (accompanier). The degree of 
accompaniment matches the need of the accompanier to move from dependence 
to interdependence (Kotzé, 1998:10-11). Accompaniment occurs between two 
individuals, the dependent individual (in this study the student nurse) willing to 
learn and develop self-reliance, and the other being the knowledgeable individual 
(for this study it could be the professional nurse in the clinical area, the nurse 
educator or clinical mentor) who provides direction and support. It is through this 
interaction and accompaniment that clinical experience and skill acquisition takes 
place, enabling the novice (for this study the student nurse) to progress to an 
advanced beginner and then to a competent nurse developing proficiency and 
expertise, achieving WIL outcomes. 
The researcher finds these theories supportive of concepts needed for the 
success of WIL and will thus use it as the foundation on which the study is based. 
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1.9 RESEARCH DESIGN AND METHOD 
The research design flows directly from the particular research question or the 
specific purpose of the study and methodology can be explained as the particular 
way of knowing about reality (Brink, 2009:22, 92). The study will follow a 
qualitative, exploratory, descriptive and contextual design with two phases. The 
first phase focused on the data collection. Sampling was purposive and the data 
was collected using focus groups. The participants were requested to make a 
drawing or sketch and then share their experiences of WIL. A detailed description 
of the design and method follows in Chapter Two. 
1.10  DEVELOPMENT OF RECOMMENDATIONS 
The second phase of the study was the development of recommendations for 
nurse educators as well as practice and future research. The researcher based 
these on the data collected and suggestions from the participants, as well as 
evidence from a variety of literature. Detailed recommendations are discussed in 
Chapter Four.  
1.11 MEASURES TO ENSURE TRUSTWORTHINESS OF THE STUDY 
LoBiondo-Wood and Haber (2010:126) explain trustworthiness in a qualitative 
research study to be the responsibility of the qualitative researcher to illustrate the 
richness of the data and to clearly convey the relationship between the themes 
identified and the quotes shared. Another way of ensuring trustworthiness in a 
research study is to conform to Lincoln and Guba’s model of trustworthiness (as 
cited in De Vos, Strydom, Fouche & Delport 2013:346-7) which consists of four 
constructs, namely credibility, transferability, dependability and conformability. 
These concepts will be discussed comprehensively in Chapter Two. 
1.12 ETHICAL CONSIDERATIONS 
There are ethical considerations at every stage of the research process as 
research participants and society need to be respected and protected. General 
ethical principles that direct research are such as beneficence, non-maleficence 
and informed consent, as well as confidentiality and anonymity, were adhered to in 
this study. In addition to these principles the researcher also obtained permission 
14 
from the relevant authorities and ethical committees to conduct the study. This will 
be discussed in greater detail in Chapter Two. 
1.13 CHAPTER LAYOUT 
The research study is presented in four chapters as follows: 
Chapter One: Orientation and overview of the study 
Chapter Two: Research design and method 
Chapter Three: Research findings and literature control 
Chapter Four: Summary of findings, recommendations, limitations and conclusion. 
1.14 SUMMARY 
In this chapter the researcher explained WIL as a critical component of the 
development of student nurses in order for them to become proficient 
professionals, taking into account the reviewed literature concerning the topic. The 
research problem and objectives were stated as understanding the experiences of 
the student nurses in the clinical areas will enable the researcher to be a voice for 
these students in optimising their WIL. The paradigmatic perspective was 
discussed and the research design and method, as well as the study’s 
trustworthiness and ethical considerations, were briefly mentioned. A more 
detailed discussion of the research design and method is provided in the next 
chapter. 
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CHAPTER TWO: 
RESEARCH DESIGN AND METHOD 
2.1 INTRODUCTION 
In Chapter One, WIL and related concepts pertaining to the background of the 
study were discussed. De Vos et al. (2013:92) advised that the research question 
should be formulated as clearly, unambiguously and as early as possible in the life 
of the research project; therefore the research problem and objectives were 
discussed in Chapter One, as well as the paradigmatic perspectives and a brief 
outline of the rest of the study and its chapters. In this chapter a detailed 
explanation of the research design and method applicable to this study is 
presented.  
2.2 RESEARCH DESIGN 
The research design, according to Brink (2009:22), flows directly from the 
particular research question or the specific purpose of the study, a specific 
approach that will be taken in order to reach the objectives (De Vos et al., 
2013:67).The research design can also be viewed as a blueprint or plan for 
conducting the study and directs the selection of a population, procedures for 
sampling, plans for data collection and analysis (Burns & Grove, 2011:49). The 
proposed study followed a qualitative, exploratory, descriptive and contextual 
design with two phases incorporating the mentioned aspects and each is 
described and applied to the research study. 
2.2.1 Qualitative research 
Qualitative research is used to explore meaning and describe or promote 
understanding of human experiences which would be difficult to quantify in 
numbers (Brink, 2009:113). LoBiondo-Wood and Haber (2010:86) further explain 
qualitative research to be discovery orientated, focusing on words rather than 
numbers; allowing the reader to see the world through the eyes of another. 
Qualitative research is used to answer questions about complex phenomena with 
the purpose of describing and understanding it from the participant’s point of view 
(Leedy and Ormrod as cited in De Vos et al., 2013:64), exactly what the 
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researcher aimed for with this study and why the qualitative design was the 
framework of choice. 
The authors continued that qualitative researchers collect an extensive amount of 
verbal data from a small number of participants, then organise that data in some 
form that gives it coherence and uses verbal descriptions to portray the 
phenomenon they studied. Qualitative research is more concerned with the 
subjective exploration of the reality from the perspective of the insider and 
personal interest and curiosity is often a source for the topic chosen as the study 
(De Vos et al., 2013:64). The researcher was specifically interested in the 
experiences student nurses had with regard to their WIL in the CPAs and 
therefore the collection of data included naïve sketches and interviews from the 
student nurses on aspects related to their WIL experiences. 
Creswell (2013:71-76) further elaborates on qualitative research by stating it could 
also be described as narrative inquiry, where the individual’s story is told. The 
inquirer (the researcher of this study) collects data from the persons (the student 
nurses) who have experienced the phenomenon (the WIL) and then develops a 
composite description of the essence of the experiences for all of the individuals, 
thus describing “what” they experienced and “how” they experienced it, much as 
was done in this study. 
2.2.2 Exploratory research 
The aim of exploratory studies is to investigate research areas where little is 
known about the phenomenon in order to gain a better understanding of it 
(Babbie, 2010:92). Exploratory research answers the “what” question of a study 
(Mouton as cited in De Vos et al., 2013:95) and in this study it would be the factors 
that hindered or enhanced the WIL of student nurses. The authors indicate that 
qualitative researchers enter the setting with an open mind, prepared to immerse 
themselves into the complexity of the situation or phenomenon and interact with 
the participants in order to explore and better understand it (De Vos et al., 
2013:64), which is exactly how this study unfolded. 
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2.2.3 Descriptive research 
A crucial component of qualitative studies is to accurately describe events and 
situations pertaining to a specific population (Babbie, 2010:93). Descriptive 
research allows the researcher to explore and describe phenomena in real-life 
situations as the study is usually conducted with participants in their natural 
settings with no manipulation of the situation in any way (Burns & Grove, 2011:34, 
35). Exploratory and descriptive studies often blend together in practice and have 
many similarities; however, the descriptive research presents a picture of the 
specific details and tends to focus more on the “how” and “why” questions, thus 
leading to thicker descriptions of the phenomenon being studied (Mouton as cited 
in De Vos et al., 2013:96). The authors also indicated that in a qualitative, 
descriptive study the researchers make use of inductive reasoning; making 
specific observations and then drawing inferences about larger more general 
phenomena The researcher aimed at exploring the student nurses’ experiences of 
WIL and therefore asked them to draw a significant experience in clinical practice. 
The participants also described and discussed experiences which hindered and/or 
enhanced their WIL which the researcher then transcribed and used to tell of the 
“how” and “why” of their WIL experiences in the CPA clearly aligned to the 
indicators of a qualitative, exploratory and descriptive research design. 
2.2.4 Contextual research 
The Oxford Dictionary of English (electronic version 4-1-4) describes context as 
the parts of something written or spoken or the environment or circumstances of a 
specific situation. In a contextual study, the environment in which the participants 
find themselves forms an integral part of the study. LoBiondo-Wood and Haber 
(2010:88) and Leedy and Ormrod (as cited in De Vos et al., 2013:64) point out that 
the experiences of the participants are influenced by what is happening in their 
natural environment and that qualitative research is done tapping into the 
environment in which the phenomenon occurs. For the purposes of this study the 
environment was the CPA in which the student nurses experienced WIL. The CPA 
are of a wide variety as explained in Chapter One, but was narrowed down to 
acute care settings within the general nursing science discipline such as hospitals, 
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private and public in the NMB area. The researcher lives and works in Port 
Elizabeth which is why NMB was the chosen area to use for the study.  
2.3 RESEARCH METHOD 
Brink (2009:92) explains method as the particular way of knowing about the reality 
or phenomenon the researcher is interested in. By use of personal analogy the 
researcher understands the research design to be the type of treat one would 
want to bake and the research method would then be the actual recipe to get to 
the end product. Therefore the research method includes various aspects of 
importance such as the research population, sampling methods, data collection, 
literature control, role of the researcher, the method of data analysis, and data 
managing skills; all due to be explained in the remainder of this chapter. 
This research study consisted of two phases. Phase one included the data 
collection and analysis and phase two consisted of developing recommendations 
for the nurse educators based on the data collected and suggestions offered by 
the participants. The data collection phase (Phase one) was done in two steps; in 
step one of the data collection phase the researcher collected visual data in the 
form of naïve sketches and in step two of the data collection phase the 
researcher used semi-structured questions and responsive interviewing in focus 
groups to obtain further data from the participants with regard to their experiences 
of WIL. 
2.3.1 Phase one 
Phase one focused on meeting the study’s first objective, namely to explore and 
describe the experiences of the student nurses regarding their WIL in the CPAs in 
NMB. 
2.3.1.1 The research population 
According to Babbie (2010:199), a study population is that aggregation of 
elements from which the sample is actually selected. Burns and Grove (2011:290) 
refer to the research population as a particular group of individuals or elements 
from which the phenomenon of interest could be studied. The authors continue to 
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discuss the population by explaining that there is a target population, the entire set 
of individuals who meet the sampling criteria, and then there is also an accessible 
population, meaning the actual portion of the population the researcher has 
access to. A sample will be obtained from the accessible population by using a 
particular sampling method and then these individual units of the population are 
called the elements of the study (Burns & Grove, 2011:290-291). 
The researcher found a figure Burns and Grove (2011:290) used to explain these 
concepts and how they interlink, and decided to use an adjusted version to 
illustrate this study’s concepts (see Figure 2.1). The population of interest is 
student nurses; the accessible population were the student nurses in NMB. The 
target population were the student nurses who have done WIL in acute care 
settings in the General Nursing Science (GNS) discipline. The researcher then 
needed to make the sample more specific as the NEIs in NMB offered a variety of 
nursing programmes. The four-year programme (R425) was the programme of 
choice as these students would have had at least three years’ WIL in the area of 
interest, thus third and fourth year students registered for this programme were 
approached as the sample of choice. The final elements of the study, the 
participants, were the student nurses that volunteered to become part of the study 
as explained in the next section. 
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Figure 2.1:  Linking the population, sampling and participants of the study 
2.3.1.2 Sampling method 
Sampling according to Burns and Grove (2011:291) is the process of determining 
which people or elements are representative of the study population, who should 
be included and/or excluded in the study. It could also be explained as the 
researcher searching for particular kinds of people who can illuminate the 
phenomenon of interest (LoBiondo-Wood & Haber, 2010:90). In order to find the 
correct people or rather participants as this is a qualitative study, sampling criteria 
needs to be used. These criteria could be referred to as the eligibility criteria and 
usually include a list of characteristics the target population should have in order to 
be worthy study elements. The sampling criteria may also consist of inclusion and 
exclusion sampling criteria (Burns & Grove, 2011:291).This study only had 
inclusion sampling criteria: 
 student nurses registered in the comprehensive nursing programme as per 
Regulation 425 in NMB; 
 student nurses with WIL experiences in a variety of CPAs in the acute GNS 
discipline; and therefore 
 student nurses currently in their third or fourth year of study as they would have 
had sufficient WIL exposure to share their experiences. 
Study element:  
The participants (student nurses) meeting 
the inclusion criteria, who volunteered to 
be part of the study 
 
Sample:  
Third and fourth year student nurses in the 
four year nursing programme (R425)  
 
Target population: 
Student nurses who experienced WIL in acute 
care settings in general nursing 
Accessible population: 
Student nurses in NMB 
Population: 
Student nurses 
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Once the sampling criteria had led to a more specific population the researcher 
needed to select specific participants from the accessible population. This was 
done by employing specific sampling methods or strategies as stated by Creswell 
(2013:158) that will not only fit the purpose of the research study, but also 
enhance the validity and trustworthiness of the study. For this study the researcher 
chose purposive sampling. Purposive sampling is an example of non-probability 
sampling whereby the researcher uses judgment in order to select the participants 
from the accessible population. Each member of the research population does not 
have an equal chance of being chosen and the participants who are selected are 
knowledgeable about the study subject (Burns & Grove 2011:313; LoBiondo-
Wood & Haber, 2010:90). Creswell as cited in De Vos et al. (2013:392) argues 
that some might see purposive sampling as judgmental sampling because the 
selection of participants is based on the researcher’s judgement. Yet to be true to 
the nature of the qualitative design the sample selected should contain the most 
characteristic, representative attributes of the population and phenomenon being 
studied and that participants are selected purposefully in order to inform an 
understanding of the phenomenon being researched. Much of the literature 
consulted by the researcher supported the concept of this study’s use of purposive 
sampling, but Silverman as cited in De Vos et al. (2013:394) listed volunteer 
sampling as a method under purposive sampling, which described this study’s 
sampling method even better. The authors explained that volunteer sampling 
works well when the participants are known to one another and can encourage 
one another to become involved in the study; exactly what happened once the 
initial introductions were done in the classes 
Once ethical clearance was granted for the study the researcher approached the 
two NEIs in NMB that offered the comprehensive programme. Permission was 
granted by one of the NEIs and the researcher made an appointment to address 
the third and fourth year groups in class at the respective NEI. The study’s 
objectives were explained to them, as well as what would be expected of them 
should they volunteer to participate in the study. The researcher deemed it 
important to also inform the prospective participants of: (i) their right of 
withdrawing from the study should they wish to without any repercussions to them 
or their studies; (ii) informed consent and (iii) the confidentiality of the information 
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shared. A week later the class leaders of the respective groups contacted the 
researcher with a list of names of the student nurses who were interested to 
participate, as well as dates they would be available for the collection of data. The 
lists received and thus the voluntary sample revealed four groups with a total of 35 
participants. 
2.3.1.3 Data collection  
Collecting information or data is often seen as a very basic concept and forms an 
integral part of the researcher’s daily tasks as a clinician and educator. 
Furthermore, data collected for research purposes need to be objective and 
systematic in order to ensure that the study remains ethical and valid. The data 
collection method as stated by Punch, cited in De Vos et al. (2013:110) will 
determine the accuracy of the research findings and therefore needs to be suitable 
to the research questions and the research design. This study was qualitative by 
nature and therefore the researcher deemed it appropriate to use interviews as the 
data collection method of choice. Interviews, however, is a broad term as there are 
many structures, methods and situations related to interviews. The researcher 
used a responsive interviewing technique with semi-structured questions in a 
focus group setting, as well as visual data such as naïve sketches to elicit rich 
data from the participants in this study. 
In order to get to the actual task of data collection some preparatory steps were 
taken. The researcher planned an order to the events that would help ensure that 
the various group sessions were done in a similar manner, increasing the validity 
and transferability of the study (Creswell, 2013:174). The researcher explained 
these by means of a flow diagram (Figure 2.2) and narrative regarding these 
aspects.  
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Figure 2.2: The steps involved in the preparation and data collection process 
 The researcher prepared the necessary documentation such as the correct 
number of consent forms, a tape recorder and sufficient extra batteries, 
paper, pens, crayons and pencils that were to be used for the sketches or 
drawings. The venue was prepared on the day of each of the focus group 
sessions by checking that the chairs were adequate in number, the 
environment neat and tidy and the temperature comfortable. 
 At the start of each focus group session the researcher explained the flow 
of activities to the participants, as well as re-explaining the purpose of the 
study, re-affirming that they could stop at any time, may ask questions and 
confirm their consent in writing, by signing the documents at hand. These 
actions were taken to aid in building a sense of trust with the participants, 
as Green and Thorogood (2014:115) stressed that the building of rapport 
and trust with participants would enable good quality data if the researcher 
showed genuine and respectful interest in their experiences - the exact 
sentiments of the researcher in this study. 
The researcher obtained 
permision to conduct the 
research. 
The researcher shared  
information with third and 
fourth year student nurses 
in their classes pertaining 
to the purpose of the 
study. 
Student nurses  meeting 
the sampling criteria 
volunteered to participate 
in the study. 
The researcher secured 
venues for the dates  as 
specified by the 
prospective participants  
and informed  the 
participants . 
The researcher prepared all 
equipment and documents that 
would be needed for the 
collection of data. 
The researcher explained the flow of 
activities in  the focus groups to all 
participants per session. 
 
Before starting the collection of data  at each 
session the  researcher requested all 
participants to give written consent for 
participating in the study. 
 
Participants were asked to draw or sketch  a significant 
experience related to their WIL in the CPA and then 
shared it with the group to initiate the discussions. 
Once the participants had shared their drawings' stories and 
elaborated on the experiences and emotions  linked to that 
specific event the researcher continued the discussions  by 
following a repsonsive interviewing technique, with  the 
three  research questions in mind. 
The researcher used  observational notes  to 
facilitate discussions related to the research 
questions until data saturation was reached. 
Once data saturation had been reached the 
researcher thanked participants for their  valued  
time and  participation and  again reassurred them 
of  absolute confidentiality. 
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 Thereafter the participants were asked to draw or sketch a significant 
experience in clinical practice after which they then shared their stories 
pertaining to their drawings with the group. From this point the 
conversations flowed quite easily. The researcher merely posed the first 
research question relating to factors hindering their WIL and later in the 
conversations posed the second research question related to factors 
enhancing their WIL. At times the discussions quietened down slightly as if 
the participants were reflecting and remembering aspects, then the 
researcher used verbal and non-verbal cues to prompt the conversation. 
The group sessions were concluded by discussing the third research 
question of possible recommendations from their point of view in order to 
optimise WIL. 
 When the researcher noted that the data being shared was becoming 
increasingly similar and thus saturated (and some participants started 
fidgeting, an indication of having shared enough information), the 
researcher ended the group session by thanking participants for their 
valued input, reassuring them of the promised confidentiality. 
The use of visual data in the form of naive sketches, responsive interviewing 
technique and using the three research questions in a focus group setting to 
collect data will be discussed in the next section.  
Step one - Visual data in the form of naïve sketches  
As mentioned in the flow diagram’s discussion the researcher used visual data to 
elicit rich information from participants. Omery (cited in Chabell, 1998:40) 
indicated that naïve sketching (an unplanned drawing) is a method that requires 
the researcher to let the experience of the participants unfold as it exists. Green 
and Thorogood (2014:118-119) advise that the use of visual imagery (the visual 
data) prompts talking about significant experiences especially if the topics are 
difficult to articulate or are emotional, such as the experiences shared by 
participants in this study. The authors stated that it is often advised that the 
drawings or pictures be explained and discussed by the interviewees (participants) 
in order to ensure that correct understanding of the information occurs This is 
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supported by Theron, Mitchell, Smith and Stuart (2011:22) who stated that for 
decades researchers have used varied forms of ‘draw-and-write’ or ‘draw-and-talk’ 
techniques to facilitate rich exploration of participants’ reflections, perceptions and 
experiences of topics or phenomena of interest. The use of drawings is far from 
simple and various theories of interpretation exist. The art or visual text speaks for 
itself as some things (experiences) just need to be shown, not merely stated and 
that meaning–making is full of complexity that could easily lead to tainted 
interpretations if the participant’s explanation is not heard or documented. 
In this study the researcher asked the participants at the start of each focus group 
to draw or sketch a significant experience with regard to their WIL in the clinical 
placement areas. The researcher ensured that an adequate amount of paper of 
various colours and a variety of pens, pencils, crayons and felt-tipped markers 
were available to participants as they might have preferred different materials 
enabling them to express their experiences. Theron et al. (2011:23-25) 
emphasised the importance of engaging the drawer (participant) to elaborate and 
discuss the drawing, analysing its meaning and explaining the significance of its 
content, which was done in each focus group as a starting point and created an 
openness of sharing of experiences within each of the groups. These drawings 
and accompanying explanations formed essential and rich components of the data 
analysis and sharing of the WIL experienced by the participants and is elaborated 
on in Chapter Three. 
Step two – Responsive Interviewing in a focus group setting 
Interviewing is a method of collecting data whereby one person poses questions 
(interviewer) to another (participant) who will supply information pertaining to the 
questions asked. The interviewer (researcher) should be able to reflect critically on 
what was said during the interview in order to gain an understanding of the 
participant’s perceptions (Babbie, 2010:276). The phenomenon of interest to the 
researcher in this study needed more than just collecting the information from the 
study’s participants. The researcher really wanted to engage with the participants 
about their experiences of WIL and therefore felt it was necessary to use 
conversational partnership and responsive interviewing techniques as described 
by Rubin and Rubin (2012:7). The authors describe the concept of conversational 
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partnership as conveying the idea that each interviewee (participant) is an 
individual with distinct experience, knowledge and perspective not interchangeable 
with anyone else. By implementing this concept both the interviewee and the 
researcher play an active role in shaping the discussion, leading to a cooperative 
and congenial experience where the interviewee feels understood, accepted and 
trusted as a reliable source of information - exactly how the researcher envisaged 
the marrying of data collection and preserving participant individuality, having 
participants feel valued for sharing their experiences.  
Responsive interviewing emphasises flexibility and allows for the researcher to 
change the questions in response to what is learnt during the interview (Rubin & 
Rubin, 2012:7). According to the authors, this form of interviewing brings out new 
information, often of startling candour, as well as freshness to the data collection 
process; responsive interviewing is considered to be gentle, cooperative, feels 
respectful and is ethical, all values deemed very important to the researcher and 
certainly values under scribed by researchers and research ethics in general.  
As previously mentioned, the interviews took place in focus group settings. Focus 
groups as explained by Rubin and Rubin (2012:30) are groups of individuals’ 
representative of the target population brought together by the researcher and the 
researcher acts as the facilitator to move the conversations along. Focus groups 
allow for the collection of data from a group of participants simultaneously (Babbie 
2010:322) and also allow the researcher to investigate a multitude of perceptions 
in a defined area of interest (De Vos et al., 2013:361). Krueger (as cited in De Vos 
et al., 2013:361) describes the focus group as a carefully planned discussion 
designed to obtain information pertaining to a specific area of interest in a 
permissive, non-threatening environment with the purpose of promoting self-
disclosure among participants, enabling the researcher to know what the 
participants were really thinking and feeling. The authors explained that focus 
groups create a process of sharing and comparing among the participants and 
that group dynamics bring out aspects that would not have been anticipated by the 
researcher or would not have emerged with individual interviews (De Vos et al., 
2013:362). This was experienced by the researcher during some of the group 
sessions as the sharing of one experience led some participants to also share 
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theirs, but the conversations also evolved to include reflections from participants 
and the sharing of how they developed resilience. One more important aspect to 
the researcher and this study was highlighted by Morgan and Krueger (as cited in 
De Vos et al., 2013:362), when stating that focus groups convey willingness to 
listen without being defensive, which is uniquely beneficial in emotionally charged 
environments. It was very important for the researcher personally to convey 
sincerity and a willingness to listen. The experiences shared by participants 
especially related to the factors hindering their WIL were very emotional to both 
participants and researcher further supporting that the chosen method was the 
correct one. 
Multiple authors such as De Vos et al. (2013:366-367); Burns and Grove 
(2011:87-88) and others indicated that focus groups usually included six to ten 
participants; that the entire interaction should be audio-recorded and that the 
number of sessions would vary depending on the amount of data collected and 
when considerable repletion (data saturation) has been reached. For the purposes 
of this study there were four groups; each had eight and eleven participants as 
they indicated their own timeslots for being available. The sessions were all audio-
taped once the researcher had gained verbal permission at the start of each 
session (written permission was also included in the consent forms) and by the 
fourth group the data became repetitive, thus data saturation was reached.  
Morgan and Krueger (as cited in De Vos et al., 2013:368) mention that the 
facilitator of the group (and for this study it was the researcher) should encourage 
the expression of different opinions, helping the group members (participants) to 
be more specific in their responses. As responsive interviewing was the style of 
choice, the researcher occasionally prompted an explanation and only once had to 
ask a direct question to a participant that became very quiet during one of the 
sessions. The researcher did not need to manage any domination nor felt that the 
groups’ needs were overshadowing the research questions by any means.  
What was very evident to the researcher and many of the participants was the 
emotional turmoil many still felt or carried with them. During the sharing of the 
experiences some participants became emotional, reflecting on their own hurt. 
The researcher allowed for moments of silence to gain composure and group 
28 
members just continued elaborating or supporting similar information, leading to 
very rich data being shared. The researcher had prepared for the possible need of 
debriefing during the planning phase and secured the services of a clinical 
psychologist free of charge to participants of the study. At the end of the focus 
group session the researcher thus offered the debriefing services to participants 
should they want or felt the need to make use of it.  
De Vos et al. (2013:372) further advise that the researcher or group facilitator 
should summarise views seeking clarification at the end of the session. The nature 
of the groups’ discussion, the interviewing technique used and the use of the three 
research questions as indicated in the next paragraph allowed for this clarification 
to take place at various intervals during the focus group sessions. The authors 
continued to discuss the importance of field notes which should include seating 
arrangements, the order in which the participants spoke to aid in voice recognition 
and noting non-verbal behaviours (De Vos et al., 2013:372; Burns & Grove, 
2011:87). The researcher kept some field notes, but found during the pilot study 
that making regular notes detracted attention from listening attentively and sensed 
it created some distance between her and the participants; therefore the 
researcher did not make notes other than listing the names of the specific group’s 
members at the start of each of the next sessions. The researcher found it more 
effective and therapeutic to reflect directly after each session and then made notes 
re seating observations and possible behaviours of note. 
The following interview questions were posed to participants:  
 “Please tell me about your experiences of WIL in the clinical practice 
environment?” 
 “Please tell me what hindered your clinical learning in the CPA?” 
 “Please tell me what facilitated your clinical learning in the CPA?”  
 “What would you want to recommend to the nurse educators regarding your 
work integrated learning in the clinical practice environment?” 
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2.3.1.4 Pilot study  
Barker (cited in De Vos et al., 2011:237) defines the pilot study as a procedure for 
testing and validating the instrument by administering it to a small group of 
participants from the intended research population. Thus the pilot study could be 
described as a “dress rehearsal” for the main research study as the methods (i.e. 
the use of semi-structured interviews and focus groups) would be conducted in the 
same way, using the exact same questions. Burns and Grove (2011:49) support 
this when describing the pilot study as a smaller version of the proposed study 
frequently used to refine the chosen methodology. 
The purpose of the pilot study in qualitative research is to determine whether the 
relevant data can be obtained from the participants (Royse as cited in De Vos et 
al., 2013:394) or to test certain questions of the interview schedule, to establish 
relationships with the participants or even to estimate the time and costs that may 
be involved during the interviewing process. For the purposes of this study the 
researcher used the first focus group as the pilot study. 
Although much of the literature consulted indicated that focus groups can be as 
large as 15 participants, the researcher wanted to ensure adequate listening and 
recording of the discussions and thus smaller groups were used. This initial group 
had eight participants. The researcher followed the steps as discussed in the 
preceding text; the pilot focus group discussion was recorded and transcribed. 
Then the researcher met with the research supervisors, discussed the information 
and drawings collected as well as the observations made by the researcher during 
the group session and noted in the field notes. The quality of the data was 
deemed sufficient and thus the collection of data was continued and the pilot 
study’s information added to the main study. The researcher found that making 
notes while participants were telling their stories was detracting attention and thus 
decided to not do so in the future sessions. The researcher also decided to include 
coloured paper for the next groups’ participants to draw on as one participant in 
the pilot study actually wanted a different colour than white to draw on.  
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2.3.1.5 Data analysis  
Data analysis is a rigorous process; it implies some kind of transformation where 
you start with some collection of qualitative data (often large volumes) and then 
process it, through analytical procedures, into clear, understandable, insightful and 
trustworthy information (De Vos et al., 2013:399). Having tools and procedures for 
making sense of data collected has many benefits, but might not be as feasible 
when analysing qualitative data. It is rarely sufficient to focus purely on the data 
collected when doing the analysis. Understanding the meaning of the data 
properly, thinking about the interpretation as a kind of story-telling and utilising the 
imagination by making links between data sets constitute the art of qualitative 
analysis (Green & Thorogood, 2014:204).  
Treating the qualitative data analysis is more like an art, not meaning it to be less 
empirical, but allowing for a more ambiguous, creative and fascinating process. 
The analytical processes should include strategies that interpret the data by 
sorting it, organising and reducing it to more manageable pieces and then 
exploring ways to reassemble them into meaningful stories (Schwandt as cited in 
De Vos et al., 2013:399; Silverman, 2013:247) The researcher used bubble charts 
as one of the sifting methods to explore and reassemble the data into themes (see 
Annexure Ten). 
The data analysis process of this study was experienced as an on-going process 
of continual reflection, making notes, revisiting the text and reducing it into smaller 
pieces of information before reassembling them into diagrams, significant themes 
and meaningful stories of the experiences shared by participants and supported 
by findings in literature, exactly as described by Creswell (2013:190).  
According to Burns and Grove (2011:96) as well as Krueger (as cited in De Vos et 
al, 2013:373) analysing focus group data is often more complex and different from 
analysing individual interview transcripts. The concern was raised that data 
collected in focus groups are not purely individual opinions as the individuals in a 
group are influenced by the information shared by the group; thus analysing the 
remarks of individuals alone would not be sufficient when interpreting the meaning 
of the data. Morgan (as cited in De Vos et al., 2013:373) also supports this when 
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emphasising that the dynamics in the groups and fair consideration of all 
influences that lead to the data sharing should be part of the analytic process - 
aspects which were taken into consideration when the researcher processed the 
data as the emotions shown by participants during the group sessions were 
documented in the field notes made.  
As with all other processes in the research study thus far specific steps were taken 
to facilitate data analysis. Reflexive thought and inductive analysis as suggested 
by Green and Thorogood (2014:205) were used as the themes and explanations 
are derived primarily from the reading of the data. The service of an independent 
coder to assist with the thematic analysis and coding process was also employed. 
The researcher chose to use the steps provided by Tesch as explained by 
Creswell (2013: 155) when analysing and coding the data and explained these in 
relation to the study by means of the flowchart in Figure 2.3. 
Another aspect involved in the managing of the data collected necessary to be 
included in this discussion was the safe storage of all the information. The original 
audio was downloaded onto the computer using software called Dragon Naturally 
speaking 11.5. Thereafter it was deleted from the recording device and a backup 
set of the audio was stored on an external hard drive belonging to the researcher 
only. Participant drawings and all formal documentation such as the written 
consent forms were kept in a file in a locked cabinet at the researcher’s home. The 
researcher scanned the original drawings into the computer and used them in a 
pdf-format for inclusion in the writing of the research report. All transcriptions, 
selected literature and any notes were also added to the file in an on-going 
process. 
The last step in the management of the data was the compilation of a research 
report. According to De Vos et al. (2013:428) the report is often seen as the critical 
stage in the transformation of data into knowledge and the organisation a 
reflection of the researcher’s analysis and interpretation. In order to ensure that 
the compilation of the data portrayed, the whole story and the full experiences as 
shared by participants’ aspects such as validity, rigour and trustworthiness were 
employed. These concepts and how they were implemented in this study are 
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addressed later in this chapter and the research report is discussed in Chapter 
Three. 
 
Figure 2.3: Linking Tesch’s steps of data analysis with the study’s activities 
2.3.1.6 Phase two - recommendations  
Phase two focused on the second research objective, namely to make 
recommendations to nurse educators for optimising WIL. Recommendations are 
 
8. If necessary recode existing data 
Recoding in its entirety was not necessary, but the researcher found that during the writing up of the data into 
report format some of the information pieces had to be re-allocated as  they were better suited in other sub-
themes.   
7. Assemble data belonging to each category (theme) in one place  
The researcher  used colouring pencils to indicate the information in the transcripts and the same colour tags  and 
sequential numbering to assemble the data, literature and fit the drawings to the  themes and sub-themes.   
6. Code the data.  
This could be done by deciding on abbreviations  to be used for the themes, but the researcher  numbered the 
categories as they fitted in directly with the research questions. 
5. Identify codes and themes (find the most descriptive wording for the topics and turn them into categories) 
This section was the most challenging for the researcher as the original list of topics now needed to be regrouped and  linked 
together in order to form  themes. The researcher used mind mapping to assist in this process as it highlighted the interrelations 
clearly.  
4. Use list of topics and revisit data 
The researcher now reread all the data looking for segments of text that matched the identified codes and whether new ones had 
emerged. It was also at this point that the independent coder and the researcher had the first contact session to discuss and 
compare the topics evolving. 
3. List the topics 
At this point the researcher had completed all transciptions and made a list of all the topics that arose. Then the 
researcher by use of a bubble chart clustered and arranged the topics into possible groups .  
2. Increased detail per transcription 
The researcher took a transcription ( the pilot study was first) and read the information thinking about underlying 
meanings, recording these thoughts in the margins and adding  information from the field notes. 
1. Get a sense of the whole 
The researcher transcribed each focus group within a week of the session and then read the transcriptions 
carefully adding some notes as they came to mind, becoming familiar with the data. 
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considered something as a course of action that is advisable, desirable or will gain 
a favourable reception (Oxford dictionary of English, Online version 4-1-4). The 
researcher used the inferences from the themes derived from the research results 
and formulated courses of actions that would result in optimising the WIL of 
student nurses. The recommendations are linked to the sub-themes of the first 
theme and have advised actions listed to enable implementing the 
recommendations. The data linked to themes two and three were used as 
supportive material or action steps in advising plausible actions. Some of the sub-
themes in theme one related more to the clinical environment and thus there were 
generalised recommendations developed for nursing practice which could be 
communicated to the CSP. The researcher also included generalised 
recommendations for nursing education and future nursing research. A 
comprehensive discussion of these aspects is presented in Chapter Four. 
2.4 LITERATURE CONTROL 
According to Botma, Greeff, Mulaudzi and Wright (2010:63) research is usually 
undertaken within an existing knowledge base and the researcher needs to take 
cognisance of it. The authors continue explaining that the review of literature aids 
in understanding the subject matter, but also creates an awareness of how the 
researcher’s own study would contribute to the understanding and body of 
knowledge of the field. A literature review, control or study requires that the 
researchers compare their own findings with that of published findings (Polit & 
Beck, 2010:106) or as stated by Bak (cited in De Vos et al., 2013:109) to indicate 
where the study fits into the broader debates pertaining to the topic of interest. 
These statements are further supported by Botma et al. (2010:196) stating that 
one of the chief reasons for conducting a qualitative study is that it is exploratory in 
nature and thus the researcher seeks to listen to the participants and build an 
understanding of what was heard; therefore the literature would then provide 
theoretical context. The authors continue the conversation by saying that often the 
literature is reviewed after data has been collected and analysed, therefore it could 
also be referred to as literature control with the purpose of validating the data. In 
this instance the purpose of the literature would be to compare the findings of the 
study with existing literature and draw conclusions about (a) confirmation that 
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similar findings have been reported, (b) other findings have been reported in 
literature, but are not evident in the present study or that (c) the findings of the 
current study are unique and not found in literature as yet (Botma et al., 2010:196-
197). 
The researcher used literature in two ways in this study. Firstly, a review of 
literature related to the topic of interest was done and used to support the possible 
value of the then proposed study. The literature gathered was used in constructing 
the background to the study as discussed in Chapter One. Then after the 
collection and analysis of the data had been done the researcher used the 
identified themes and searched for literature to support, validate or contrast the 
findings of the study. Thus the literature used as control was documented after the 
discussion of the themes as presented in Chapter Three.  
2.5 MEASURES TO ENSURE TRUSTWORTHINESS 
Burns and Grove (2011:75) state that scientific rigour is valued because the 
findings of rigorous studies are viewed as being more credible and have greater 
worth. Furthermore, rigour is assessed in relation to the details built into the 
design of the study. The researcher understood this to be the precision with which 
data is collected, interpreted and acknowledged taking cognisance of the possible 
subjectivity of the researcher and her own understanding of the topic or study 
being researched. The researcher studied many texts to better her own 
understanding of conducting research and how to ensure aspects such as rigour, 
validity, trustworthiness to name a few. Green and Thorogood (2014:226-230) 
explained it best and included a diagram listing the criteria and possible methods 
that would add to the credibility, reliability and validity of the study. The researcher 
applied these concepts to the current study and explained its application in Figure 
2.4 using an adapted version of the table done by Green and Thorogood 
(2013:226, box 8.4). 
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Figure 2.4: Features and methods used to enhance the rigour of the study 
Another way of ensuring trustworthiness in a research study is to conform to the 
trustworthiness model of Lincoln and Guba (cited in Botma et al., 2010:232) which 
consists of four standards: truth value, applicability, consistency and neutrality. 
Each of these four standards has specific strategies more commonly referred to as 
credibility, transferability, dependability and conformability with their own 
criteria to adhere to in order to ensure rigour and trustworthiness of the study 
being discussed. The authors included that Guba and Lincoln added a fifth 
element to their model in 1994, namely authenticity (Botma et al., 2010:232, 
citing Polit & Beck). These standards, their strategies and applicable criteria were 
applied to the current study and explained in the following text, as well as by use 
of a table (see Table 2.1) as it seemed to clarify and align the concepts more 
clearly. 
•Provide clear accounts of procedures used and keep an audit trail others could 
follow 
•The researcher  used  understandable  terms and language as well as regularly 
explaining the processes and actions  taken .  All scripts, drawings and documents 
were stored safely and could be supplied for verification if so requested. 
Transparency 
•Provide evidence from data for interpretations made  and include enough 
context for the reader to judge interpretations. 
•The researcher reported on  as much of the data as was possible to ensure 
anecdotal ism and exoticism were avoided. Literature in support of and 
contradicting data was used in the write up and thematic explanations.   
Maximise 
validity 
•Comprehensive analysis of the whole data set, using more than one coder and 
keep to simple key themes 
•The researcher transcribed all the focus groups' information before the coding and 
extrapolation of themes were done. An independant coder transcribed and coded 
the data as well and only then were the themes and subthemes correlated.  
Maximise 
reliability 
•Compare data between and within data sets and possibly compare it to other 
studies as comparison is considered a driving force of good qualitative analysis.  
•The researcher clearly indicated data used from all focus groups within the 
comparative nature of the data. Some of the literature used also stemmed from 
similar studies done both locally and internationally. 
Comparative 
•Account for the role of the researcher throughout the research process. 
•The researcher aimed throughout the capturing of data and writing of the report 
to indicate the actions taken, how aspects were interpreted and why some 
statements, literature and findings were more applicabe than others. The 
researcher also truthfully reported an lessons learnt or correctional steps taken 
throughout the study. 
Reflexivity 
 Standards Strategies  Criteria 
Truth value is usually obtained from 
the discovery of human experiences 
(Botma et al., 2010:233) such as the 
experiences shared by participants 
in the focus groups of this study. 
Credibility is considered the most important 
one of the five strategies and its goal is to 
demonstrate that the inquiry was conducted in 
such a manner as to ensure that the subject 
has been accurately identified and described 
(De Vos et al., 2013:419). 
Reflexivity of the researcher, focus group discussions and a 
responsive interviewing technique, as well as input from 
experienced peers such as the supervisors of the study was 
employed throughout this study as methods to ensure credibility. 
A pilot study was also conducted to test the choice of data 
collection and was found effective.  
Applicability refers to the degree to 
which the findings can be applied to 
different contexts and other groups 
(Botma et al., 2010:233). 
Transferability or generalisation of qualitative 
studies could be problematic, but triangulating 
multiple sources of data such as multiple 
participants and more than one method of data 
gathering to corroborate the research in 
question would greatly strengthen the study’s 
usefulness for other settings (De Vos et al., 
2013:420) 
This study’s sample comprised  four focus groups with a total of 
35 participants. Data collected consisted of verbal sharing of 
emotions and experiences, drawings depicting a challenging day 
for them, as well as responding to research questions posed. 
Thus eight sets of data that were obtained before saturation was 
reached and all of these were used in a dense description as 
evident in Chapter Four 
Consistency considers whether the 
findings would be the same if the 
study was replicated with the same 
participants in a similar context 
(Botma et al., 2010:233). 
 
Dependability is ensured when the researcher 
can ensure that the research process is 
logical, well documented and auditable (De 
Vos et al., 2013:420) 
As already stated the documentation and transcriptions are all 
available for auditing, the research steps taken were explained 
clearly and consistently throughout this report. An independent 
coder identified similar themes as the researcher’s and 
discussions of the drawings and the emotions that were noted 
were verified by peers such as the supervisors of the study and 
an in-house clinical psychologist. 
Neutrality indicates an absence of 
bias during the research study, 
processing of data and the reporting 
of the findings (Botma et al., 
2010:233). 
Conformability captures the traditional aspect 
of objectivity and is ensured when the findings 
can be confirmed by another party (De Vos et 
al., 2013:421). 
Similar to the criteria above, quality and objectivity can be 
verified by conducting an audit to confirm the actual aspects of 
the data. It was made available to the independent coder as well 
as the supervisors for verification and the researcher’s reflection 
was already discussed.  
Authenticity refers to the extent to 
which the researcher fairly and 
faithfully shows a range of different 
realities (Botma et al., 2010:234) 
Authenticity emerges in a report when it 
conveys the feeling tone of participants’ lives 
as they lived it (Botma et al., 2010:234) 
The researcher ensured authenticity by inviting the readers into 
the experiences of WIL as the participants have experienced, 
lived and felt them. The verbatim quotes, explanations and 
drawings is aimed at increasing the sensitivity to the issues 
depicted.  
Table 2.1:  An adaptation of the constructs of Lincoln and Guba’s trustworthiness model and its application to the study
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2.6 ETHICAL CONSIDERATIONS 
There are ethical considerations at every stage of the research process as 
research participants and society need to be respected and protected. For this 
reason, codes of ethics such as the Nuremberg Code, the Declaration of Helsinki 
and the Belmont Report have been developed. They are enforced or used by 
specific bodies and ethics committees across the world for all types of research to 
ensure that research participants are protected (Burkhardt & Nathaniel, 2008:306–
309). Therefore, the researcher submitted the research proposal for this study to 
the NMMU’s Department of Nursing Science’s Research Committee for a first 
round of appraisal and approval. Thereafter it was submitted to the NMMU Health 
Science’s Faculty Postgraduate Studies Committee (FPGSC) and lastly to the 
NMMU Research Ethical Committee - Human, for final approval, which was 
granted in writing and by issuing an ethical clearance number, H14-HEA-NUR-
011. 
Ethics can be defined as a set of moral principles which offers rules and 
behavioural expectations about the most correct conduct towards others, such as 
subjects, respondents, employees, assistants and students (De Vos et al., 
2013:114). The ethical codes can be seen as ethical guidelines, standards or 
principles forming a basis upon which a researcher ought to evaluate his/her own 
conduct; it should be internalised to such an extent that it becomes an integral part 
of the decision making and research style of the researcher in question (De Vos et 
al., 2013:115). In order to achieve this standard of ethical conduct specific aspects 
such as not causing any harm, voluntary participation and informed consent, to 
name a few, needed to be understood and then upheld throughout the study.  
The Belmont report (United States National Commission for the Protection of 
Human Subjects of Biomedical and Behavioral Research, 1978 and as cited in 
Botma et al., 2010:342-354) was the chosen framework on which ethical 
considerations were based. The related concepts stemming from the Belmont 
report such as autonomy, voluntary participation, informed consent, doing-no-
harm and being just and fair were applied throughout the study. 
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2.6.1 Respect for persons 
To ensure that the participants were respected their right to autonomy needed to 
be upheld (Botma et al., 2010:345) This meant that the participants employed their 
freedom of choice to participate in the study (Standing, 2014:152), but it also 
extended to where participants exhibited the behaviour of self-determining what 
they were willing to share in the groups pertaining to their experiences. 
Participation was voluntary as participants contacted the researcher a few days 
after information was presented to the whole accessible population, therefore 
consent was also informed. The researcher confirmed informed consent at the 
beginning of each session again, as well as by asking participants to confirm their 
consent and voluntary participation in writing. 
2.6.2 Beneficence 
The Belmont report considers beneficence as an obligation and not merely an act 
of kindness and states it to be compulsory to make every effort to avoid creating 
harm to the participants and to secure their well-being at all cost (Botma et al., 
2010:347). Grinnel and Unrau (as cited in De Vos et al., 2013:116) explain 
beneficence as maximising possible benefits and minimising possible harm. In 
application to this study possible harm could have been caused by the emotions 
the participants relived when they shared their experiences. This was pre-empted 
by the researcher and the services of a clinical psychologist for debriefing was 
secured prior to the commencement of the interview session. The participants 
were informed before giving their consent to participate (see Annexures 7 and 8). 
They were allowed to leave without any repercussions whenever they wanted to 
and they were again reminded of the available service at the end of each session. 
Maximising the possible benefits entailed their active participation when making 
recommendations to optimise the WIL which formed the basis of the 
recommendations for nurse educators in Chapter Four of this study. 
2.6.3 Justice 
Justice could be explained as being fair-minded; treating all equally and matching 
care or interaction to the respective needs of the recipients (Standing, 2014:153). 
In collaboration with respecting the participants and their opinions, and providing 
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debriefing opportunities should any of them have needed it, all participants were 
also given equal opportunity to share their stories, explain their drawings and 
volunteer their experiences of WIL related to the research questions. Their 
suggestions were also incorporated into the recommendations in order to be of 
benefit for any future nursing student.  
2.6.4 Confidentiality 
One last aspect of ethical conduct the researcher deemed very important was 
confidentiality. It does not form an exact element of the Belmont report, but is 
considered a principle of extreme importance by many (De Vos et al., 2013:119; 
Standing, 2014:152). Confidentiality should not be mistaken for anonymity, but 
refers to the discreet handling of information shared by persons (the participants) 
and thus protecting their privacy (De Vos et al., 2013:119-120). Confidentiality was 
maintained throughout the research study in various ways. The researcher and 
independent coder were the only people who listened to the actual conversations 
on audio tape and none of the participants were known to the independent coder. 
All documentation such as the consent forms, audio material, original drawings 
and first sets of transcriptions were securely locked away at all times with only the 
researcher having access. Fictitious names were given to participants (and some 
of the people they referred to) when their experiences and drawings were shared 
in the thematic analysis of data. No references to specific hospitals, NEIs, 
lecturing staff or mentors were made or inferred in any of the text. 
2.7 SUMMARY 
In this chapter the researcher discussed the research design and methodology of 
the study. A qualitative, explorative, descriptive and contextual approach was used 
to gain more knowledge about the experiences of student nurses with regard to 
their WIL in order to optimise it. The accessible population of student nurses in 
NMB was further decreased to a target population of student nurses registered for 
the four-year comprehensive programme (as regulated by R425) and then third 
and fourth year students were sampled to volunteer adequate WIL exposure in 
order to give rich data. Data collection was done firstly by means of visual data in 
the form of naïve sketches by participants and secondly by means of focus groups 
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where the researcher employed responsive interviewing to gain information 
related to the research questions. The focus group conversations were taped and 
these transcribed by the researcher and an independent coder. Data analysis was 
done by the researcher and the independent coder using Tesch’s method. The 
researcher explained how the data collected were to formulate recommendations 
for nurse educators in order to optimise WIL for student nurses. The ethical 
principles as per the framework of the Belmont report were discussed and the 
trustworthiness of the research study explained. In the next chapter, Chapter 
Three the researcher presents the findings of the data analysed. 
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CHAPTER THREE: 
RESEARCH FINDINGS AND LITERATURE CONTROL 
3.1 INTRODUCTION 
In Chapter One an overview of the study was presented and in Chapter Two a 
description of the research design and method used for the study was provided. In 
this chapter the researcher presents and discusses the data as obtained in the 
focus groups with the sampled participants. The data is presented using themes 
and sub-themes which were identified by both the researcher and the independent 
coder. These themes are supported by the verbatim quotations and drawings 
made by the participants. In order to share these experiences in the presentation 
of the data, participants were allocated fictitious names which have no relation to 
their actual identification. The literature collected was used as support or 
contradiction of the data collected in the current study.  
3.2 DISCUSSION OF THEMES 
The student nurses who participated in the study had clinical exposure and work 
integrated learning (WIL) experiences in a variety of clinical placement areas 
(CPA) in the Nelson Mandela Metropole. Three main themes and ten sub-themes 
emerged from the data collected and analysed. 
3.2.1 Identified themes and sub-themes concerning the experiences of the 
student nurses related to work integrated learning 
The multitude of challenges faced by participants formed the first theme of the 
analysed data. The main theme was then further extrapolated into four sub-
themes related to factors in the CPA and or related to the Nursing Education 
Institution (NEI).  
Theme two highlighted the positive experiences that participants experienced and 
subsequently generated three sub-themes. Based on the data collected theme 
three encapsulated the recommendations offered by participants in order to 
enable their work integrated learning experiences. Figure 3.1 provides a 
description of the themes schematically.  
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The researcher chose to use coloured text boxes for the main themes and sub-
themes (Figure 3.1) as to present the data in an orderly manner. Each sub-theme 
and the indicators related to the sub-themes were presented by means of flow 
diagrams throughout the remainder of the chapter. 
3.3 THEME 1: STUDENT NURSES EXPERIENCED A MULTITUDE OF 
CHALLENGES IN THE CLINICAL PLACEMENT AREA (CPA) AND AT 
THE NURSING EDUCATION INSTITUTIONS (NEIS) THAT 
NEGATIVELY IMPACTED ON THEIR MORALE AND HINDERED WORK 
INTEGRATED LEARNING (WIL): 
  
Figure 3.1: Identified themes and sub-themes concerning the experiences of the 
student nurses related to work integrated learning 
THEME 3  
Students' recommendations for enabling their work integrated learning: 
3.1 Additional mentoring and clinical support in the CPAs. 
3.2 Adequate financial support  specifically related to the WIL.  
3.3 Adjusting the nursing programmes to better incorporate student needs. 
THEME 2 
Positive experiences resulted  in motivated and enthusiastic students: 
2.1 Students felt inspired by positive role models.  
2.2 Students experienced enhanced learning when supported by clinical personnel,  
lecturers, fellow students and family. 
2.3 Students experienced personal growth.  
 
THEME 1 
Student nurses experienced a multitude of challenges  in the clinical placement 
areas (CPAs) and at the nursing education institutions (NEIs)  that negatively 
impacted on their morale and hindered work integrated learning (WIL): 
1.1 Students experienced a lack of resources  in  the CPAs and at the NEI. 
1.2 Students experienced CPAs as unsupportive learning environments. 
1.3 Students experienced a lack of  belonging in the CPA s and the NEI.  
1.4 Students experienced work place violence in CPAs and NEIs. 
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3.3.1 Sub-theme 1.1: Participants experienced a lack of resources in the 
CPAs and at the NEI  
Resources include structures such as buildings, equipment, beds, monitors, 
trolleys, supplies, medication, linen and food. Human resources in the health care 
environment include human resources such as cleaning staff, administrative 
personnel, the number of mentors needed for the students in training and the 
trained health care personnel needed to render services, such as nursing care. 
Sub-theme one focused on the lack of resources as experienced by the 
participants in the CPAs and at the NEI. The CPAs comprised public and private 
acute care facilities within the NMM. The registered nurses referred to by the 
participants were registered nurses (as explained in the concept clarification, 
Chapter 1). As indicated by Figure 3.2 this sub-theme aims to describe the 
participants’ experiences in the clinical placement area, as well as the nursing 
education institutions. Five categories, namely students’ being seen as the 
workforce, lack of adequate staffing and supplies, unclean and unhygienic patient 
environments and inadequate mentoring support, as well as a lack of financial 
support to student nurses, are discussed under sub-theme one.  
 
Figure 3.2: Sub-theme 1.1 Students experienced a lack of resources in CPAs and 
at the NEI 
Sub-theme 1.1 
Students experienced a lack of 
resources in the CPAs and at the NEI 
(A)  
Clinical placement 
areas  
i. Student nurses 
were seen as  part of 
the workforce 
ii. Lack of adequate 
supplies and 
equipment 
iii. Unclean and 
unhygienic patient 
environment 
(B) 
Nursing education 
institutions 
i. Inadequate 
mentoring support 
ii. Lack of student 
finances  and 
financial support  
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(A) Clinical placement areas  
Participants experienced various challenges in the clinical placement areas which 
will be discussed under this section. 
i.  Student nurses are seen as part of the workforce 
Owing to insufficient human resources and staff leaving the clinical environment 
the student nurses are often used as part of the workforce. The participants 
verbalised that they were being used as the work force when allocated to the 
CPAs and therefore often were unable to meet their WIL objectives. The verbatim 
quotes support this: Sade said, “They give us so much work that we are unable to 
learn anything from them” (FG2:L264-265), “I also find that the unit manager or 
sisters have this idea that we’re there to work for them and it isn’t like that, we 
have outcomes to meet … ”as per Linda (FG1:L306-308). This was further 
supported by Estelle’s statement, “We were getting ready for an evaluation when 
she (the registered nurse) just lost it, shouting that we were put there to be 
working, not for doing evaluations” (FG1:L332-334).  
Cathy shared her experience of when she was allocated to one of the trauma 
units. “No nurse wanted to do anything for the patients. I had to do everything, all 
the assessments, all the vital signs …” (FG2:L255-256) Other participants added, 
“They are either sitting in the tea room or they haven’t pitched for work” 
(FG2:L297) or “as soon as the students get there the staff disappeared and you 
don’t know where to find them” (FG1:L623-624).  
Cynthia had a similar experience, “As you can see I drew two heads (Figure 3.3). I 
was coming from lunch and realised that I was the only one available in the ward, 
a big ward. I didn’t even know where to start” (FG2:L426-428). She continued 
explaining, “I was all alone, close to 45 minutes all alone in that ward” (FG2:L439). 
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Figure 3.3: Cynthia's drawing of being left alone in a big ward, making her feel as 
if she had two heads 
A report on the health care services in the Eastern Cape supported these 
phenomena as it stated that more often than not the student nurses make up an 
integral part of the actual workforce needing to deliver a service to the health care 
users as many of the vacant posts in the CPAs are not filled, creating a lack of 
human resources and increasing the use of students placed for WIL (Eastern 
Cape Health Crisis Action Coalition report, 2013:26). 
Sibya and Sibya (2014:1950-1951) reported that student nurses in their study 
were not able to focus on their learning responsibilities as they needed to carry out 
other non-nursing duties in the clinics such as moving benches and other menial 
tasks, thus supporting what was experienced by the participants. Chuan and 
Barnett (2012:196) stated that students reported forfeiting many learning 
opportunities when the wards were busy as the priority was to complete tasks 
rather than meet their learning needs; in such circumstances, the staff often 
preferred to perform certain procedures themselves or take over procedures 
commenced by students to reduce the time taken when done by students. These 
findings are congruent with the findings of the current study. 
ii. Lack of adequate supplies and equipment 
Participants verbalised feeling frustrated for not having access to sufficient 
supplies such as needles to give injections, or dressings to do proper wound care 
in some of the placement areas. They discussed fearing it impacted on their 
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clinical practice, created safety and infection risks to them and the patients and 
definitely hindered their WIL. Denise shared her experience, “When we get there 
we first have to wash the patients, but there wasn’t any soap for the patients. We 
had to even share cloths, washing cloths between patients because they did not 
have stock” (FG2:L307-308).  
One of the participants also verbalised that the lack of resources could lead to the 
transgression of basic patient rights such as the expectation of adequate care 
when in hospital. She explained, “It even threatened a patient’s life. When I was 
speaking to an intern in one of the wards he explained that one of his patients 
went into cardiac arrest and there was no emergency trolley and no-one came to 
assist him” (FG2:L340-344).  
The participants in the Sibya and Sibiya study (2014:1952) supported this fact in 
stating: “The equipment is not readily available for us to use and some of the 
rooms have equipment that is not working”. Nash as quoted by Cesario 
(2009:280) stated that the most common safety issues facing health care workers 
and patients are infection and unintended injury The authors also indicated that 
the physical environment of health care facilities, the availability of expected 
equipment and the sense of safe practice played an important role to both patient 
and health care personnel (Cesario, 2009:280), supporting the data of the current 
study.  
iii.  Unclean and unhygienic patient environments 
The direct patient environments in which nursing care needs to be rendered and 
where the student nurses should learn and work are considered part of the 
resources. Participants experienced the hospital environment as unclean and 
unhygienic as indicated by the following verbatim quotes: Samantha, “When I 
smelled what I smelled … when I saw how the place looked, it was terrible. There 
was blood on the floor, the patients were exposed and I was not used to that. I 
cried and phoned my mom saying that this is not for me” (FG3:L20 –24). 
Denise’s experience in one of the trauma units supports this sub-theme best. She 
explained her drawing was indicating needles that were lying around on the floors 
and that the many squiggles were to show how much dirt was visible on the floors 
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(Figure 3.4). She added the following, “We had quite a few close calls with needle 
stick injuries … they also negligently just leave the needles in the beds, uncapped. 
And the emergency area - I remember the whole station being full of blood around 
the beds and by four o’clock that afternoon it was still not cleaned. The blood and 
everything was just left like that. The sluice room was filthy; absolutely nothing 
was cleaned. That day I felt so dirty. I felt shocked and was saddened that that 
was how and where they treated people” (FG2:L300-327).  
 
Figure 3.4: Denise's drawing depicting the unclean environment she experienced 
Hospital-acquired infections, sometimes referred to as nosocomial infections, are 
one of the leading causes of death in many countries. Cesario (2009:282) explains 
that it is estimated that hospital-acquired infections cause many deaths in America 
each year, with patients whose immune systems are compromised being the most 
likely victims. The author continues explaining that airborne infections are spread 
when pathogens are released into the air through contamination, malfunction or 
even inadequate maintenance of the health care facility’s ventilation system. The 
author continues that surface contamination usually results from poor hand 
washing and inadequate cleaning of shared patient equipment and the direct 
patient environment (Cesario, 2009:282). This supports the fact that poor hygiene 
and housekeeping could hold dire consequences for ill patients, as well as the 
staff and students needing to work in the environment. 
 48 
(B)  Nursing education institutions  
Participants experienced various challenges related to the nursing education 
institutions which are depicted in the discussion below.  
i. Inadequate mentoring support  
Mentors and educators are regarded as part of the human resources at the NEI. 
One of the objectives of WIL is that the students’ learning should also take place in 
the actual workplace; therefore the students need to be mentored and supported 
when doing WIL in the CPAs. Participants experienced a lack of mentoring 
support from the nursing education institutions when placed in the clinical 
placement areas. The verbatim quotes illustrate this: Amanda reported, “No-one 
comes to tell you how to do things” (FG4:L228-229). Megan said, “it would help if 
there’s somebody there who’s guiding you, like if you’re doing something for the 
first time” (FG4:L578-580) and Mandy added, “If they could just have someone 
regularly checking on the students, it would make us feel much safer” (FG4:L594-
598). Tobeka stated, “If I have a problem … we are not supported … the problem 
is not fixed” (FG2:L629-633). Sindy said, “The sisters don’t have time for us, so 
they tell you to go and do something else” (FG1:L663-664). Eric even commented 
that his friends at another NEI in a different province have many mentors. He said, 
“When I was there they like have a mentor for each unit” (FG2:L519).  
Sibya and Sibiya (2014:1952) found similar results in their study. Their participants 
stated that the trained nurses were of the opinion that student support was the 
responsibility of the NEI’s lecturers or mentors, which is also supported by 
publications from SANC (Competencies for a nurse educator, 2014:3) It is 
suggested that the ratio of mentors to students in the CPA is supposed to be 1:15 
(The strategic plan for nursing education, 2013:95), definitely not what the 
participants experienced. One of the NEIs in NMM has a ratio of 1:30 and even 
1:45 as per the participants explaining their mentoring and assistance 
experienced.  
The shortages of faculty and mentors are further supported by a North Carolina 
study done by Oermann, Lynn and Agger (2015:109). The authors stated that the 
majority of nursing school directors reported a faculty shortage, but had few open 
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faculty positions in their programmes. Although there is a critical need for more 
nursing faculty and mentors, the positions may be limited by funding or other 
restrictions related to hiring (Oermann et al., 2015:109). A lack of financial support 
as alluded to previously in the Eastern Cape Health Crisis Action Coalition report 
(2013:26) thus impacts negatively on staffing numbers, leading to inadequate 
mentoring capacity both at the CPAs and the NEIs, clearly in support of the 
current study’s data.  
ii.  Lack of student finances and financial support 
Finances could be defined as funds or monetary support, cash in hand to enable 
daily living and coverage of daily expenses incurred. Financial support refers more 
to the provision of funds that would make a project possible, i.e. enabling the 
participants to study their nursing programme (Advanced English Dictionary and 
Thesaurus, accessed as electronic application: 26.09.15). The participants 
indicated that the lack of finances impacted on various aspects of their WIL. They 
experienced problems such as difficulty to find the money to pay for their own 
transport to get to the CPAs; there was a lack of bursaries and a lack of official 
NEI-arranged transport / accommodation to mention a few. Leila explained, “Some 
students have left the lessons just because they can’t afford it and that’s really 
bad” (FG1:L776-778) Linda added, “There just is no bursaries” (FG1:L785). Anele 
said, “We go to work, we try and be good students and then we have people who 
treat us terrible … and I can actually not even afford to be there … it actually is 
shameful” (FG1:L798-801). Sindy added, “I don’t know if certain things are just 
available for certain students at certain schools … look at groups visiting the 
school or even other programmes … and then there’s the International students 
visiting, they get their own transport. It is provided for them, but not for us” 
(FG1:L807 – 811). 
The financial difficulties experienced by this study’s participants were supported by 
West, Klopper and Khondowe (2013:48) who found that finances played a fairly 
significant role in student attrition rates. A significant 28% (n=16/58) of the 
participants struggled financially with reasons for this being daily living expenses, 
transport, being the breadwinner for the family and having to support extended 
family. Furthermore, it was found that 40% of the participants in Leseka’s study 
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stated that the reasons for leaving their nursing programme were due to financial 
constraints (West et al., 2013:48). The findings are congruent with the study 
findings.  
3.3.2 Sub-theme 1.2: Students experienced CPAs as unsupportive learning 
environments  
Although learning in clinical settings has many benefits, it can be challenging, 
unpredictable and stressful and these stressors may affect learning either 
positively or negatively. Participants experienced that registered nurses were 
unwilling to assist them, delegated tasks inappropriately rendered poor 
supervision and therefore they were unable to meet their clinical outcomes (Figure 
3.5). These categories will be discussed respectively as below. 
 
Figure 3.5: Sub-theme 1.2 Students experienced CPAs as unsupportive learning 
environments 
i.  Registered nurses were unwilling to assist student nurses  
The participants (student nurses) are exposed to theoretical and practical 
teachings at the NEIs throughout their four years of training. Their WIL in the 
CPAs should include exposure to tasks they have already mastered, as well as 
those they are currently developing. The participants did not only indicate that they 
were left alone in the wards, but they were also given tasks that they had not yet 
been taught or exposed to before. This in itself was not problematic if the 
registered nurse then worked with the student and explained or demonstrated 
Sub-theme 1.2  
Students experienced  
CPAs as unsupportive 
learning environments 
i. Registered nurses  
were  unwilling to 
assist student nurses 
ii. Registered nurses 
delegated tasks 
inappropriately 
iii. Registered nurses 
and unit managers 
gave poor supervision 
iv. Students were not 
able to meet their 
clinical outcomes 
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what needed to be done. Participants experienced registered nurses were 
unwilling to assist them when placed in the clinical practice areas as per the 
following verbatim quotes: “We were asked to lay out a deceased patient … I’m a 
new first year and I don’t know anything about the laying out of patients. When we 
asked the sister to at least show us first she replied, ‘I’m busy and we (the 
registered nurses) do not do that’” as per Tobeka, (FG2:L10-14).  
Anele had a similar experience. She depicted the incident in her drawing (Figure 
3.6) and added, “Maybe they wanted us to get experience, but it has a 
psychological effect; I mean it plays with your mind, you’re still just a child. You 
might be learning to be a nurse, but there is a way that they should expose you to 
new things. This person is now lifeless, so for me the experience that day was 
really bad … for me the worst day so far” (FG1:L111-112,117). 
 
Figure 3.6; Anele’s drawing, stating, “Just us two B. Cur students in a layout 
room. Doing something we’ve got no experience in” 
Sade, a third year student, said, “Sometimes I feel like the only time we ever learn 
is in the clinical labs or when our lecturers actually come to see us and takes us 
around the ward. This is quite bad because the rest of the time we were basically 
just doing their work for them; they weren’t teaching us anything. I never learnt 
much in practice” (FG2:L266-270). One participant in group four explained how 
her fellow student was disliked and shunned for asking questions when in practice, 
“As a student you eventually learn not to ask many questions … you’re just not 
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going to be liked … the sisters then sees you as a hassle” (FG4:L984-990). The 
participants verbalised that they felt they were in the way and a burden to the staff. 
Tobeka’s comment indicates her frustration well, “I don’t enjoy going to work. I 
used to, but now I don’t. It’s just frustrating for me because they (registered 
nurses) are so unhelpful and I just can’t deal with it anymore” (FG2:L692-693).  
One last experience to share under this indicator of unwillingness is Richard’s 
experience as explained and depicted in his drawing (Figure 3.7). He told the 
group of how distressed he was. “The staff really wasn’t helpful and I told them 
about five, six times because this man kept complaining …  and there he is 
without his right hand for the rest of his life because of staff not wanting to assist” 
(FG1:L54-57).  
 
Figure 3.7: Richard’s experience of not receiving assistance from the registered 
nurse and the consequences the patient suffered 
Chuan and Barnett (2012:192) stated that a supportive clinical learning 
environment is important for the development of nursing knowledge and skills, 
professional socialisation and in the development of students’ confidence, job 
satisfaction and preparedness for practice. In order for learning to take place it is 
not only resources that need to be addressed, but the actual learning environment 
should be supportive and the personnel willing to assist students with their WIL. 
The authors continued that students who experience difficult inter-personal 
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relationships with the ward staff tend to have negative perceptions of the CPAs 
which negatively impacts on their learning experiences. Timmins and Kaliszer’s 
findings (as cited by Chuan & Barnett, 2012:193) also found  that ward 
atmosphere directly influences student learning as it determines whether students 
believe their presence is appreciated and their perception of whether they will be 
provided with a suitable range of learning opportunities or not; supporting the 
feelings of the current study’s participants. 
A study done in South Africa by Daniels, Linda, Bimray and Sharps (2014:1752) 
indicated that the registered nurses found it difficult to facilitate the learning of the 
student nurses due to the increased workload they had as a result of the many 
staff shortages. These findings were corroborated by a study done by Waldock as 
quoted by Daniels et al. (2014:1752) where CPA staff verbalised negative 
attitudes toward the student nurses due to the added pressure they bring into the 
clinical work environment, therefore adding to their unwillingness to support the 
students sufficiently when placed in the clinical practice areas. 
ii.  Registered nurses delegated tasks inappropriately  
Nursing skills are usually demonstrated in simulation to the student nurses at the 
NEIs. Thereafter they must be practised and applied in the CPAs, forming an 
important aspect of WIL. If the tasks delegated in the CPAs are inappropriate to 
what is needed by the students they will not develop from being novices to 
becoming competent and safe practitioners. Many of the participants verbalised 
that the registered nurses delegated menial tasks to them in order to keep them 
occupied or just ‘out of the way’. Some of the registered nurses would even 
allocate tasks to students that would normally not be done by qualified nursing 
professionals. Anele explained her experience as follows, “I remembered the other 
day when we were working in theatre. I really liked being there, watching the 
procedures, scrubbing, everything, but this day I felt so deprived; we were told to 
pack boxes, like for the entire day. She (the registered nurse) couldn’t wait for us 
to return from tea to call us back to finish packing the boxes. I mean that was 
really heart-breaking for me” (FG1:L118-121).  
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Another example of inappropriate task delegation was shared by Amanda, already 
a fourth year student who needed to gain experience in more advanced skills. 
“You only get to do the urine and things. I know it’s important, but how am I going 
to learn to be the sister?” (FG4:L238-239). Lungile, also a fourth year student, 
reflected on an experience in her second year. “I had skills that were making me 
excited, that I wanted to practise. I wanted to do the injections, but they wouldn’t 
let us do that. The only time I touched a syringe was when I had to feed a patient. 
The same happened to me in the trauma unit at the end of my second year … we 
were just making beds. As soon as a patient was discharged we would have to go 
make the bed, nothing else” (FG4:L320-331).  
Chuan and Barnetts’ study (2012:195) supported this study’s participants when 
they emphasised that “busy wards” and nurses’ “unfriendly” attitude compromised 
their opportunity to acquire new knowledge and skills. Frustration was felt when 
they were denied the opportunity to learn, such as when required to run errands 
like sending specimens to the laboratory, collecting patients’ case notes from 
doctors’ clinics and other “non-nursing tasks” or when asked to concentrate on 
“routine tasks” they believed they had already mastered.  
iii. Poor supervision by registered nurses and unit managers 
As per the Nursing Act (Act no.33 of 2005) the student nurses should be working 
under the direct or indirect supervision of the registered nurse at all times. The 
participants shared experiences of poor supervision that ranged from their very 
first year, where they were totally dependent on the supervision of the registered 
nurses to their current status as senior students, still being left unsupervised and 
thus unsupported in achieving their WIL as expected. The following verbatim 
quotes illustrate this well: Kendra said that as a first year student her lecturer 
promised that the registered nurses would allocate buddies to them when in the 
wards, “So I think great, there’s going to be somebody who’s going to help me and 
then we get there and nobody helps you. I had this expectation that there was 
going to be help and then there isn’t” (FG1:L177-183).  
Karien, a fourth year student shared her drawing’s story (Figure 3.8) explaining 
that it happened in her first year on her first allocation to one of the hospitals. She 
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explained that there were many patients, only a few sisters (registered nurses) 
and then the two students (herself and a fellow first year student). She told of 
being left on their own when the nursing staff went to tea (depicted by the 
grouping in the bottom right corner of the drawing), saying that they go to tea for 
long periods and then just leave the two of them, not having any idea of what to 
do, alone in the ward. She continued saying they were juniors and knew less than 
the basics at that point in time so they could actually not do much for the patients 
(a translation of the Afrikaans quote as per FG3:L80-83). (Toe ek die eerste dag in 
die hospitaal kom met so baie pasiënte, net 'n paar susters en twee studente, en 
hulle gaan op tee vir hoe lank en los ons twee daar en ons weet nie wat om te 
doen nie. ons is juniors en ons weet die basiese goed. So daar is niks wat jy vir 
die pasiënte kan doen nie.)  
 
The feeling this evoked as indicated in the drawing were exhaustion, anger, demotivation, shocked, dirty (vuil) 
and discouraged (moedeloos) 
Figure 3.8: Karien's drawing of being left alone in the ward; the staff was all in 
the tearoom 
Supervision in a ward is crucial to ensure correct care was rendered by all the 
various categories of staff, as well as to ensure learning in the clinical environment 
is taking place and is supported, especially if students are present. Supervision is 
one of the registered nurses’ many functions, but most importantly that of the unit 
manager. The unit manager (UM) is the appointed leader of a specific ward or unit 
and is responsible for a multitude of tasks and functions. One such a task is that 
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when receiving new students the UM is to ensure that these students are 
familiarised with the layout of the ward and that the ward’s routine and specific 
activities are explained to them. Omitting this could have dire effects on various 
aspects of care, ward activities and the students’ WIL such as explained by 
Estelle, “They don’t take us and show us … you need to find what you’re looking 
for by yourself … so I got shouted at for the whole day for not knowing where 
things are or how the proper paperwork works” (FG1:L156-159).  
Lambert and Glecken were quoted by Chuan and Barnett (2012:193) when they 
reported that the most important factor in students’ clinical learning was their 
relationship with their supervisor. Where dedicated clinical teachers, instructors or 
support staff was utilised within the CPA, the students felt assisted in their clinical 
learning and felt it was critical to help facilitate the translation of theory into 
practice, supporting the need identified by the current study’s participants.  
The study done by De Swardt, van Rensburg and Oosthuizen (2014:10) indicated 
similar findings; students who were not supervised or orientated properly found it 
difficult to achieve clinical outcomes as expected. Daniels et al. (2014:1757) found 
that clinical supervision is influenced by the increased use of agency staff as one 
of their candidates reported, “They (the agency staff) are not interested in student 
development; they are just there to do the job,” supporting the negative 
experiences of participants related to the unsupportive learning environment. 
According to Jooste and Jasper (2011:62) a challenge for the nursing and unit 
managers is the distribution of adequate nursing staff members. In some CPAs 
the staff are adequate in numbers, but specific categories of nurses are not 
available; thus nursing tasks are either not performed, performed incorrectly, or 
left to student nurses to do who then function without the required supervision. 
The fact that insufficient or poor supervision of student nurses in CPAs leads to 
negative experiences of the clinical work environment and an inability to complete 
WIL objectives created uncertainty with the student nurses about their professional 
responsibilities, impacting negatively on their learning and clinical competencies 
that needed to take place in order for them to develop into competent and safe 
practitioners (Scarvell & Stone, 2010:390), clearly in support of the current study’s 
findings. 
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iv.  Students were not able to meet their clinical outcomes 
The student nurses, irrespective of which NEI they are registered at, have specific 
clinical requirements that need to be met in order for them to acquire the needed 
competencies and therefore be able to proceed to the next level in their training. 
As the clinical allocations form an important part of the formal training programmes 
it is essential for the students to comply and for the CPAs to assist in the WIL that 
needs to take place. The following verbatim quotes indicate the difficulties 
participants experienced in meeting their clinical outcomes.  
Linda explained her struggle to achieve her clinical goals when she said, “I think 
the worst is when you are allocated to a ward and you’ve got these expectations of 
putting up an IV and stuff and then you end up having to do things you have 
already done two years ago instead of what you should be practising” (FG1”L206-
211). Peter added, “A lot of the time they don’t have time for us and we land up 
going somewhere (a different ward / allocation as instructed by the registered 
nurse) and we don’t get to do the things we really needed to do” (FG2:L550-554). 
Susan shared, “And when you try to do something about it they will say you are 
rude. I remember a ward I was in recently and it was our last day there and the 
sister asked us what we have learnt to which I replied, ‘to be honest sister actually 
I didn’t learn anything; I only lost some of the skills I came with. ’She was angry 
and asked why I would be saying this, to which I again replied, ‘We never got any 
chance to do anything other than the blood pressures and HGT’s, which were 
things we were already able to do in our first year.’ She accused me of being rude” 
(FG2:L806-812). Eric finally suggested, “There could be someone with us that 
could actually facilitate our learning that would say something if they (the 
registered nurses) want to allocate you for blood pressures for the entire day … 
you’ve got other skills to do and you need to learn …  other nurses are not able to 
educate the students” (FG2:L540–547).   
Ousey (2009:177) states that students want staff who are dedicated to supporting 
them in practice and who can explain the research and evidence underpinning the 
interventions, thus allowing the linking of theory to practice. There were however 
factors hindering the achievement of clinical outcomes, e.g. Daniels et al. 
(2014:1758) stated that factors cited by the nurse managers (unit managers) as 
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reasons for the registered nurses’ inability to meet the students’ needs were the 
increased student diversity such as languages, the increased student numbers 
and that the different NEIs each had different learning outcomes. Furthermore, 
Gurling (as cited by Henderson & Eaton, 2013:199) stated that health services 
focus on delivery of direct care and do not always recognise the importance of 
learning in practice and therefore the roles in facilitating learning receive limited 
recognition. Ousey (2009:180-181) added that there should be more opportunities 
for experienced clinical staff to combine teaching and patient care thereby allowing 
students to acquire better practical skills. Mentors and supervisors should support 
students in the clinical areas by providing advice, thus creating an environment 
that was conducive and supportive to learning. 
Directly in support of the study’s participants is the statement that poor 
understanding of the requirements of learners by clinical teams can have a 
negative impact on the entire WIL experience (Henderson & Eaton, 2013:199).  
3.3.3 Sub-theme 1.3: Students experienced a lack of belonging in the CPA 
and the NEI 
Levett-Jones, Lathlean, Higgins and McMillan (2009:318) define belonging as “a 
deeply personal and contextually-mediated experience that evolves in response to 
the degree to which an individual feels: (a) secure, accepted, included, valued and 
respected by a defined group, (b) connected with or integral to the group, and 
(c) that their professional and or personal values are in harmony with those of the 
group.” The experience of belonging may evolve passively in response to the 
actions of the group to which one aspires to belong and/or actively through the 
actions initiated by the individual. Student nurses’ self-concept, confidence, 
resilience, self-efficacy, the extent to which they were willing to question or 
conform to poor practice, motivation to learn and future career decisions were 
influenced by the extent to which they experienced belonging (Levett-Jones, et al., 
2009:318-319). 
The categories described in this sub-theme focused on the feelings of disconnect 
between what is taught in the NEI and what is reality in practice; not being part of 
the clinical teams, constant exposure to poor patient care and students feeling 
disconnected from their family and student life (Figure 3.9)  
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Figure 3.9: Sub-theme 1.3 Students experienced a lack of belonging in the CPAs 
and the NEI 
i.  Students experienced a disconnect between what is taught at the NEIs and 
the reality in the CPAs 
NEIs are responsible for the bulk of the education that has to take place 
throughout the nursing programme. WIL forms an important section of the 
programme and thus it is essential that the practical placements and clinical 
experiences fit or be aligned to the theoretical teachings and clinical simulation, 
creating a continuation between theory and practice. The absence of adequate 
alignment would create a disconnect between what the student is learning in 
class, needs to become competent in in the CPAs and what actually occurs in the 
wards in the CPAs. The following verbatim quotes illustrate disconnect 
experienced by participants.  
Estelle shared, “I think there needs to be more communication between the NEI 
and the hospitals, because when we get to the hospital they tell us that it’s their 
policy that students are not allowed to do this and this (the student referred to 
skills and procedures) … so now you go there and do nothing anyway” 
(FG1:L729-732). Another participant agreed with her by adding, “Like when we 
have to put nasogastric tubes in, in the provincial hospitals and the staff will say 
that only the training doctors get to do it”(FG1:L734-736). Lerato, already in her 
third year shared the following, “often there is a lot of stress on us as well. All the 
things that you have to get done … and I think like the basic things like eye care 
Sub-theme 1.3 
Students experienced a lack of belonging 
in the CPAs and the NEI 
i. Students 
experienced a 
disconnect between 
what is taught at the 
NEI and the reality  
in the CPAs  
ii. Students did 
not feel part of 
the clinical 
teams 
iii. Students 
experienced 
constant exposure to 
poor patient care in 
CPAs 
iv. Students felt 
disconnected from 
student and family 
life 
 60 
should be in your first year register already because if you have that opportunity 
you should be able to do it when doing basic care … not run around in your third 
year trying to find the skills” (FG2:L569-574). 
Sade explained her drawing (Figure 3.10) and commented, “In our first year we 
were taught about the deceased and how to handle them with dignity and respect, 
but I had this experience in the ward where I was scared when a patient died. I’ve 
never dealt with a deceased person before and then the sisters in that ward just 
switched themselves off. Like the dying person was not of any importance to them 
and when I needed their help, they didn’t feel or show that compassion that I felt or 
was taught to expect and portray. I went home that night, really feeling sick and 
scared” (FG2:L261-286).  
 
Figure 3.10: Sade's drawing depicting her feelings of being overwhelmed, scared 
and even lonely 
The disconnect participants experienced is continued when Linda stated that the 
lecturers at the NEI often created an expectancy with the students with regard to 
CPAs and their WIL that then did not materialise. She said, “I feel like the lecturers 
make you excited and that you’ll be able to do something, but then you just stand 
there watching (in the ward). You can do it to learn sometimes, but not all of the 
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time. It’s like they give you false hope … in the ward I have never administered 
medication and you can say ‘what?’ because I’m a third year; I know how to do it 
and did it in other places, but never in the ward” (FG1:L686-700). Estelle’s 
comment further supported this when she said, “I think the lecturers make empty 
promises. They like tell you this year it is going to be different and you’re going to 
do these new skills and then you’re expecting that, but when you get to there (to 
the ward) you are very disappointed” (FG1:L278-281).  
Another example of the disconnect between the NEIs and the clinical reality was 
explained by Sindy’s sharing of how she struggled to get to know her patients. 
“We are being taught you need to know your patient, but how am I going to get to 
know my patient … I am not there every day, but if I am there every day I can 
have more time to get to know my patient” (FG1:L230-233). Leila added, “We 
were there on a Monday and then sometimes only Wednesday of a next week” 
(FG1:L223-224). Lerato said the following, “I also think it comes down to planning 
where the students are going to go … if I’m going to a urology ward then the 
practical that I’m doing should be perhaps around that, but now I get allocated to 
orthopaedics but have to do urology skills” (FG2:L582-588).  
The following quote by Mandy illustrated the respect and care taught at the NEIs 
and the reality of care rendered in the CPAs differ vastly, thus creating the 
disconnect participants are verbalising: “Remember when we were taught by the 
lecturer that when you wash the patients all the things that need to be done like 
brushing the teeth, combing the hair, making the patient feel special? Well, then 
washing of patients in the one public hospital happened to me …  they take out all 
the equipment, all the basins, staff stick gloves in their pockets, and then the sister 
disappears. SO now you are washing the patient and then the nurse comes in 
‘why are you guys taking so long?’ We explain what we are doing and then we get 
split to each work with one of the ward nurses … one basin used for everything. I 
want to wash the patient and she says, ‘No, take the cloth and wipe, just wipe’. I 
was like, ‘Is this nursing?’ I felt literally to walk out of the hospital. That was bad, 
really bad, and nobody prepared us for that … like you’re going into practice and 
expect it to be different …” (FG4:L474-503). Amanda added, “The lecturers said it 
was the little things that counted. I have a soft spot for the older patients and one 
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day I was combing a lady’s hair then the sister shouted at me, ‘Don’t you have any 
other work to be doing?’ The sisters in the ward will tell you, ‘This is not the school 
my dear. Those things you do there you don’t have to do them here.’ So I guess 
practice is very different from what we are taught” (FG4:L608-627). 
To conclude this sub-theme of not belonging, feeling disconnected, having lost 
one’s inspiration the researcher felt compelled to share the drawing made by 
Lerato (Figure 3.11). She explained her picture to the group as follows, “I drew a 
picture of two trees. The one before I started nursing … as you can see all the 
leaves are there … and then after, like now … no leaves. They’re all gone … 
everything. The leaves before were excitement and enthusiasm of starting nursing 
and the experiences that I expected … and now those are all lost along the way. I 
feel less of a person, sad and angry … even doubting my abilities” (FG2:L33-57). 
 
Figure 3.11: Lerato’s drawing depicting the impact disconnect and lack of 
belonging had on her 
Dadgaran, Parvizy and Peyrovi (2012:1713) quoted many texts stating that for 
many years disconnect between theory and practice has been a problem in 
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student nurses' clinical education. They used Corlett’s definition to explain this as 
a discrepancy between (1) what student nurses are taught in the classroom setting 
and the theoretical aspects of nursing and (2) what they experience on clinical 
placement (i.e. nursing practice); exactly what the study’s participants were 
explaining. Dadgaran et al. (2012:1715) further elaborated that negative attitudes 
toward nursing and the distorted images of the profession held by the public can 
cause disappointment among student nurses and a lowering of their educational 
achievements. The authors’ study also corroborated that the problem was not 
always a lack of knowledge, but rather a difficulty in applying it within the clinical 
settings as students were taught theory, but did not necessarily know how to apply 
this in their interactions with patients (Dadgaran et al., 2012: 1716). Theory as 
explained by Dadgaran et al. (2012: 1716) can be seen as a set of principles 
abstracted from reality, and therefore often decontextualized, sometimes making it 
difficult for students to recognize when it is appropriate to apply it in practice; even 
more so if the students are seen as outsiders and are not feeling part of the 
clinical teams in an already unsupportive learning environment. The findings of 
these authors support the data shared by the current study’s participants. 
ii.  Students did not feel part of the clinical teams 
The CPA is an area of unknown territory for the student nurses in many ways; 
either as a novice first year entering a CPA for the first time or as they are rotated 
to new wards, hospitals and various other fields of nursing. Participants verbalised 
understanding that many of the situations they encountered were and will be very 
unpredictable because of the nature of the profession; however, when they were 
left unguided by the professionals (the registered nurses) they felt they did not 
belong and were not considered part of the clinical teams, making it difficult for 
them to achieve their clinical outcomes. This is illustrated by the verbatim quotes 
in the next section.  
One of the participants, Lungile, illustrated not feeling part of the clinical team 
when she drew herself as small compared to the clinical staff in her picture (Figure 
3.12). She explained, “Remember how excited we were to give injections and 
medication, even more so after we passed our evaluations. I was put in a private 
hospital and they were all doing their own things. All they said was I must feed the 
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patient and see that his nappy is changed. I know that is also important, but you 
feel like … this small” (she indicated to the tiny person in the small circle to the left 
in her drawing (FG4:L314-319). Another participant added, “I think sometimes, 
mam, we are the foreigners in the field, out in practice. We are seen as the foreign 
objects, the ones that don’t belong. They (the registered nurses) stand together 
and we are outside” (FG4:L140-141).  
 
Figure 3.12:  Lungile's drawing of herself as small and insignificant next to the 
personnel of the CPA  
Participants in the Chaun and Bartlett study also indicated not feeling part of the 
clinical teams when they claimed that there was no role demarcation between 
students, assistant nurses and ward aides. The students were instructed by these 
staff to do “work” for them, particularly “dirty tasks” that they did not want to do 
themselves; the students felt that they were at the bottom of the clinical hierarchy 
and not accepted as part of the nursing team (Chuan & Bartlett, 2012:195). The 
feelings of disconnectedness and isolation from the clinical teams was also 
corroborated by Levett–Jones et al. (2009:322) when they described how their 
students stated that without the sense of collegiality and connectedness 
experienced when working with supportive staff, they often felt as if they were on 
the periphery of the clinical team. 
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De Swardt et al. (2014:10) found that student nurses have positive WIL 
experiences in the CPA when they are valued as a team member and able to work 
with the clinical teams on the wards, further supporting the participant’s need to 
belong to the clinical team, thus supporting the study findings.  
iii.  Students experienced constant exposure to poor patient care in CPAs 
The participants verbalised having been taught the ethics of the nursing profession 
and the importance of caring for patients compassionately right from the beginning 
of their various nursing programmes. This included aspects such as patient rights, 
the Bathopele principles, applicable acts and the consequences of their omissions; 
to have compassion and many more aspects related to the art of nursing. The 
participants were in agreement throughout the conversations that one of the 
aspects that created the worst disconnect and had them distraught at times were 
the poor patient care they witnessed on a daily basis. They verbalised often 
experiencing the exact opposite of what they were taught. These are some of the 
experiences they shared.  
Leanne told of a situation where she realised her patient needed some comforting 
and when she acted on it she was scolded, “I noticed that my patient did not have 
any family visiting her and I went to chat to her, but then the sister came and 
shouted at me for spending time talking to the patient, saying it’s wrong, I need to 
do the work in the ward. The patient really just needed someone to talk to; 
sometimes the emotional need is more important than the physical needs of the 
patient and the sisters don’t get that” (FG1:L542-551).  
Jennifer, one of the fourth year students, verbalised she just started her WIL in 
another nursing discipline and on her very first day there, the monitoring of a 
pregnant patient was not done as the doctor requested and the baby died. She 
shared the following, “So the sister said ‘why didn’t you repeat the CTG when it 
showed something was wrong?’, but she was the one supposed to check and call 
the doctor when the changes became worse. I did feel bad because the woman 
lost her baby, but I felt more disappointed with the registered nurse trying to blame 
me as the student, she is supposed to be more knowledgeable” (FG4:L162-181).  
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Lungile shared her experience of poor patient care when she was placed in one of 
the clinics. She said, “I remember the patient coming in with an asthmatic attack 
and I went to the sister asking her for nebulisation for the patient. The sister said, 
‘No, this is not a casualty. The patient must go to the hospital.’ The patient was 
dropped off by someone from his work as this was the nearest clinic … I knew the 
clinic has oxygen and there are lots of masks, some even due to expire. So I go to 
the next sister asking for assistance and she replies, ‘Tell him to sit or go to the 
hospital, I’m on lunch’ … they could have helped him” (FG4:L860-877).  
Samantha’s experience had most of her group in tears. She told them of her 
experience in one of the wards, “It was in my first year and I was doing the blood 
pressures. I had this young 21-year-old patient and his blood pressure was very 
low, so I reported it to the sister. She told me to recheck it and as I did the patient 
shed a tear and blew out his last breath. I didn’t know what to do so I shouted, 
’resus’, and called for the sister, but all she said was, ‘No, he is not for resus.’ I 
asked that we do something as the patient is very young, but she just ignored me 
and afterwards I could not find any orders for no resuscitation in the patient’s file 
or even why he would be dying” (FG3:L33-39).   
Cathy shared that her experience of poor patient care left her feeling disillusioned 
with a whole nursing team. ‘An unidentified patient was defecating in his bed. The 
linen was soiled, everything on and around the patient was soiled. Urine was 
messed on the floor and next to him was a patient that had already died. Because 
of the odours and knowing that the patient needs care and to be cleaned I asked 
for assistance, but no-one wanted to assist or even show me where the things I 
needed was in the ward. The patient had a head injury and appeared confused, so 
I cleaned him; all the linen was changed, the bed and cot sides and everything 
was washed down. Not long after that he defecated again and started throwing 
some of it over the cot sides. So I went to clean him again and the sister came to 
me and said, ‘Why are you doing this? It’s pointless. Just leave him dirty.’ Later 
they restrained him, but never checked the restraints and his arm was starting to 
discolour when I went to check on him. I could not believe how horrible the 
patients were being treated” (FG2:L185-208).   
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Kim explained having had a similar experience when allocated to a trauma unit. 
The patient was admitted with a wound. “I undressed the patient and saw he had a 
humongous sacral bedsore and as I removed the dressing there were maggots 
everywhere. The nurse and sister helping me was running and screaming from 
these maggots.  I can’t even imagine how the patient must have felt. It was 
horrible, the way they (the registered nurses) came to speak to the patient. They 
told him he is disgusting and how can he let it get so bad. His dressing and 
bedding was soaked and everyone could smell his wound, he was old and stiff on 
the trauma trolley, so it was not something he can do for himself” (FG2:L221-236).  
Cathy added that it was not only the student nurses who suffer when witnessing 
poor patient care; the patients also pay the price. She was on the receiving end 
post–operatively in one of the private hospitals. She explained, “I distinctly 
remember coming from the operation and crying. I don’t know why I was crying 
and the nurse turned to me and asked why I was crying to which I replied that I did 
not know. She then said, ‘You don’t have anything to cry for, just stop crying.’ And 
that’s what you take away from the hospital when you leave” (FG2:L865-873). 
Tobeka said, “You just try to get used to it, you kind of don’t expect much from 
anybody anymore. You go to the hospital, you don’t expect them to be nice to you 
or helpful to you; you don’t even expect them to treat their patient well anymore” 
(FG2:L684-687). 
Levett-Jones et al. (2009:322) found that when students felt disconnected and 
unsupported in their learning, they were fearful, lacking in confidence and limited 
in their ability to achieve learning objectives. They described placement 
experiences that spanned a continuum, inclusive to those that provoked intense 
feelings of alienation and even despair especially when witnessing poor patient 
care. A study done by Nasrin, Soroor and Soodabeh (2012:3) found that 
witnessing caring behaviour would make the student nurses motivated and 
positive towards their clinical education. Yet, those who frequently witnessed 
cases of disregard to the patient’s rights by the nurses such as not paying 
attention to physical and psychological needs of the patient, not paying attention 
to the patient’s beliefs and/or his/her privacy or even not responding to the 
patient’s questions before conducting a procedure became pessimistic about 
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nursing, experienced decreased motivation for clinical education and often did not 
achieve the set clinical outcomes.  
iv. Students felt disconnected from student and family life 
Many participants verbalised that they did not feel like ‘normal’ students. They 
indicated that the combination of their academic and clinical programmes led them 
to “be different from most other students” and created the feeling of being 
disconnected, not belonging to “life-on-campus” as they envisaged. Another area 
some participants felt disconnected from was their families and the communities 
they came from. The following quotes were selected to illustrate this. Mary 
explained (and her group all nodded and some even agreed verbally to have felt 
the same way), “I thought that nursing was like caring … like we’ll be helping the 
community and everyone in it … but no-one really helps us” (FG1:L802-803). 
Linda continued the conversation with, “and when people ask you about nursing 
you’re supposed to be all smiles … like when you get asked if you’ll do it again, 
you’ll answer yes, but actually mean NO, never” (FG1:L860-862). When Leila 
added, “I always say it’s a great course, but then tell them ‘don’t expect to have a 
life outside of it’” (FG1:L864-866) 
Kendra shared her disappointment with regard to being a student at a specific 
NEI, “The boring part is that we’re comparing ourselves to other students from the 
same institution, not other institutions. Other courses like engineering and 
education have bursaries, time off in the week and holidays, not us as the student 
nurses” (FG1:L809 – 815). Estelle added, “When I applied for nursing I knew ok, 
I’m going to work in the hospitals and all that, but I didn’t know I was not going to 
have any holidays … ever” (FG1:L846-848) and Mary said, “It’s like being in a fish 
tank … it is so difficult to share your experiences with other people or even your 
old school friends. They think nursing is easy and wonder why you always need to 
study. They don’t have the same number of modules or the clinical work and every 
holiday they go home … they have a life” (FG1:L874, 903-907).  
Tobeka added a more personal effect of how the nursing curriculum and the 
exposure to all of its challenges escalated her feelings of disconnectedness with 
her family when she said, “It affects your personal life and your family as well. I 
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remember my uncle passing away and everyone crying and me thinking, ‘They will 
think something is wrong with me for not crying’ … I just felt that that was not the 
worst thing I have had happen to me in that week” (FG2:L772-776).  
Matshotyana, Van Rooyen and Du Rand (unpublished thesis, 2015:58) indicated 
that student nurses felt disillusioned as the number of tests that needed to be 
prepared for and still having to do clinical work had them experiencing a great deal 
of anxiety and left them unable to really enjoy or engage with other student or 
family activities. Being overwhelmed by tertiary education or a specific 
programme’s workload was not unique to this study. The findings of Van der Meer 
as cited by Matshotyana et al., (2015: 58) also stated that students knew there 
was going to be a lot of work, but not to the extent that they experienced in reality. 
This is corroborated by Kotze’s theory (1998:9) stating that it is human nature to 
bring one’s own history and previous experiences into new situations, thus 
influencing how the person (or student) then experiences the current situation. 
Participants will be experiencing that they are becoming ‘different” from their own 
families and even student life due to the experiences they are exposed to in the 
CPAs. 
3.3.4 Sub-theme 1.4: Students experienced workplace violence in CPAs 
and NEIs 
Participants indicated that workplace violence was present in the CPAs and in the 
NEIs. Verbal abuse, victimisation and disrespect from the NEIs’ personnel were 
reported and will be discussed as the categories related to this sub-theme (Figure 
3.13).  
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Figure 3.13: Sub-theme 1.4 Students experienced workplace violence in CPAs and 
NEIs 
i. Students experienced constant exposure to verbal abuse 
Abuse can be described as something used to a bad effect or for a bad purpose. 
Other descriptions of the word abuse also include verbal assault, maltreatment or 
hurt (Oxford Dictionary of English, online version 4.1.4). Abuse in the workplace 
(the CPA for the students) was also experienced by participants of a recent study 
done by Yon, Strumpher and Williams (an unpublished thesis, 2014:3) and was 
mostly abusive language, humiliation and belittling. The following verbatim quotes 
and drawings illustrated the verbal abuse participants in this study were exposed 
to in the CPAs. 
Susan shared, “A lot of the time the staff members are really mean and they just 
don’t like you because you are a student. They give you a hard time and they are 
rude to you and shout at you in front of patients” (FG2:L796-798). Cathy added, “A 
lot of the time they even have fights or arguments in front of patients or just speak 
terribly to each other and then shout at us. Even the patients tell us, ’Don’t worry 
that one is always miserable’” (FG2:L881-884). The verbal abuse often occurred 
where patients were present as Tobeka explained, “I was a first year on a new 
rotation to a private hospital and the sister came up to me where I was listening to 
a patient asking me a question and she just shouted at me because I was not 
doing anything. I didn’t have anything to do at that moment and the patient asked 
Sub-theme 1.4 
Students experienced work place violence in CPAs 
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a question. She said, ‘You are doing absolutely nothing, you are not going to be a 
nurse one day, you’ll just wash up somewhere.’ I just broke into tears and which 
made her shout even more, ‘See, you cannot even hold your emotions.’ Then she 
turned and left and I was just standing there, crying and apologising to the patient 
because I felt terrible that he had to experience this” (FG2:L886-896).  
Many snippets of verbal abuse in various forms were shared throughout the 
sessions. Sindy said, “The sister just got mad and shouted at me in front of the 
patient, ‘don’t do anything, just don’t do anything, don’t even give the medication if 
you cannot even take the correct file to the pharmacy’ (FG1:L101-104). She ended 
sharing her experience saying, “I felt helpless, hurt and I walked out and cried. 
She could have called me aside and told me I made a mistake” (FG1:L104-106). 
Other examples included Kendra saying, “She (the sister) just comes in and barks 
at me to fill out the discharge form” (FG1:L129); Linda who said, “It’s just terrible. I 
mean every day you go there and they just shout at you and it’s just not nice at all” 
(FG1:L217-218) and Jennifer that shared, “The theatre sisters even told me, 
excuse my language, ‘if you want to fit in here with us you have to be a bitch like 
us’. That’s exactly what they said” (FG1:L453-455).  
Mandy explained that the sisters would not even get up from where they were 
sitting to ask for something, “They would just shout. They do nothing, just sit there 
and shout to me to bring something or to go do the assessments” (FG4:L387-388). 
Estelle verbalised when she was new to a ward, “I got shouted at the whole day 
for not knowing where things were” (FG1:L157). Another student added, “it is so 
bad, even when you talk to others and fellow students, they say ‘nurses are rude 
and nurses are mean’ and I feel like ‘no, I don’t understand that’. It hurts me! Not 
all of us are like that … bad” (FG1”L535-539). 
Linda’s experience, which she also drew (Figure 3.14) indicated that the verbal 
abuse is not limited to junior or untrained personnel. It is also coming from senior 
professionals such as the unit managers. She shared the following, “She did call 
me to her office, but she was very rude and shouted and screamed at me that I 
was only thinking about myself, that I’m incompetent because how can I being 
nearly finished with nursing just think about my stupid evaluation and not my 
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patients. That’s what she said and then I just burst into tears. Then she still said to 
me, ‘stop crying, it’s your own fault.’ I was very hurt and upset” (FG1:L16-22). 
 
Figure 3.14: Linda's drawing about being exposed to a verbally abusive unit 
manager 
Behaviours described as verbal abuse, disrespectful conduct, horizontal or lateral 
violence and bullying have been reported in the international nursing literature for 
many years (Stanley, 2014: 2). Yon et al. (2014:47-48) state that participants 
experienced verbal abuse as exposure to continuous hurtful remarks, name calling 
and being shouted at by professional staff especially in the presence of others. 
Stanley (2014:4) said, “Student nurses are common targets of bullying, verbal 
abuse and workplace violence during clinical education, regardless of 
demographic characteristics, academic institution or programme type” and Caka 
and Lekalakala-Mokgele (2013:7) quoted various authors such as Longo, Levett-
Jones and Lathlean who also reported on the workplace violence experienced by 
student nurses, indicating that it included verbal and emotional abuse and cases 
of victimisation and belittling, as well as abuse of hierarchical authority - exactly 
what participants of the current study were sharing. 
ii.  Students experienced victimisation in  CPAs 
Victimisation could be explained as preying on a vulnerable other; to single out 
someone for unfair treatment; to bully, oppress, torment or exploit someone 
(Oxford Dictionary of English, online version 4.1.4). All of these are negative 
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actions or behaviours and should not be associated with professionals entrusted 
with the mentoring of students. Derogatory comments, also considered belittling 
and thus workplace violence, irrespective of whether originated by race or cultural 
differences are not only considered unprofessional, but border on victimisation and 
create tension in the workplace (Yon et al., 2014:48).  
Kobus’s drawing (Figure 3.15) was about such an experience. He explains he was 
in his first year when he took a patient to theatre, accompanying a senior student 
in order to observe and learn. On arrival at the theatre the registered nurse 
insisted that Kobus did the patient handover. He tried explaining that he was new, 
unsure and still learning to which she became very rude and said that that is the 
exact reason why none of her coloured people will ever get anywhere. Kobus 
explained understanding that she meant that he will amount to nothing. He shared 
his upset with the group saying that he never felt as angry as at that moment and 
that he felt he could literally strangle her (translated from Afrikaans quote as per 
FG3:L46-58: “Myne is maar net 'n prentjie, ook van my eerste jaar. Ek was nog 
nooit so kwaad in my hele lewe nie, ook vir 'n suster. Ek het gevoel ek sal haar 
rêrig doodmaak, jammer om so te sê. Ek en ‘n ander student was op pad teater 
toe, in ons eerste week in die hospitaal. Nou hy het voorheen al ‘n pasiënt teater 
toe geneem, ek het hom accompany, hy gaan my wys. Hy gaan my supervise om 
dit te doen. Toe ons kom in teater, het ek eenkant gestaan en gekyk hoe hy dit 
doen. Toe sak die suster vir my af; ‘Nee, doen jy dit.’ Toe sê ek vir haar: ‘maar 
suster ek kan dit nie doen nie, ek is hier sodat hy my kan wys’. Sak sy vir my af: 
‘ek sê mos jy moet dit doen!’ Toe sê ek, ’Ok, maar ek weet nie hoe nie, wys my 
eers’ en toe sak sy net agterna: ‘dis hoekom onse mense nooit ooit sal iewers in 
die lewe kom nie’. Dis die einste woorde wat sy gesê het, ‘You will amount to 
nothing.’ Toe staan ek stil, toe vra ek vir haar, ‘praat jy met my? Jy praat nie met 
my so nie, want my ma en my pa praat nie met my so nie. Dis net ek wat weet 
waar ek eendag sal uitkom. Ek sal nog eendag jou baas is.’ Toe loop ek weg.”  
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Figure 3.15: Kobus's drawing, indicating his emotions of anger having 
experienced victimisation. 
The registered nurses would also pit the different nursing schools’ or NEIs’ 
students against each other as one participant’s comment clearly explained, “A 
student from one of the other NEIs would say, ’Ja, I’ve been told by the sisters that 
you B. Cur’s only care about your books and schoolwork; you don’t know how to 
handle patients and then another would continue saying, ‘But don’t worry, the 
college ones are lazy” (FG1:L240-241). Sunki explained that her drawing (Figure 
3.16) is about how the students are unfairly judged according to the registered 
nurses’ opinions of the various NEIs, she said, “You always get problems in the 
wards whereby some will favour the one school’s students and then you won’t get 
that skill or they won’t sign something for you or you are accused of knowing too 
much book work or not enough” (FG4:L42-46). The extent of emotional hurt 
because of the belittling experienced by the participants was explained by Lerato 
when she was sharing her disillusionment of the nursing profession with the 
drawing of her two trees (Figure 3.11); she verbalised the following, “They (the 
registered nurses) would ask me questions in the office and actually pinpoint me 
and if I didn’t know the answer they would make fun of me, saying, ‘you’re from 
the University and you can’t even answer stuff like this.’ I really didn’t want to go 
back to that ward … ever” (FG2:L38-41).   
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Figure 3.16: Sunki's drawing of registered nurses pitting the different NEIs’ 
students against each other 
The participants also verbalised feeling victimised when they received blame for 
activities they had no part in. Mandy said, “What basically happens in practice is 
that if something goes wrong, it’s always the students. If something goes missing, 
no-one looks for it or asks; it just always is the students” (FG4:L185-186).  Anele 
added, “if you witness something wrong in the wards they say, ‘you students 
shouldn’t go telling your lecturers how we do things, you only here to come 
observe, not report wrong things’”(FG4:L143-145).  
Student nurses allocated to the CPAs for their WIL needed to complete work 
sheets and clinical registers as per the NEIs’ stipulations and this was to be signed 
by the registered nurse supposedly overseeing the students. Their hour forms 
should be signed as proof that they have completed the WIL. The registered 
nurses withheld aspects such as signatures or skills, as explained by the 
participants in the following quotes. Estelle said, “If we do not do what she (the 
registered nurse) says or the work she gives us she’s not signing your book at the 
end of the day” (FG1:L335-336); Stephen said, “They have all the power because 
they can make or break you. When I come back to school without the signature on 
the forms the lecturers won’t believe I was in the wards” (FG4:L213-216) and Zinzi 
added to this by saying, “if you step on their foot, they will make your experience 
horrific. You will wish you were never placed there” (FG4:L218-219). At a later 
point of the conversation she added, “The sisters often accuse us students of only 
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coming to the wards to get our registers signed, which is hurtful as we work really 
hard” (FG4:L255-256). Shruti’s comment, “They can make your life a living hell” 
(FG4:L758) concluded how many participants felt. 
Similar results were obtained in a study done by Clarke, Kane, Rajacich and 
Lafreniere (2012:270) who stated that the consequences of bullying include 
frustration, anger, fear, and emotional hurt, feelings of powerlessness and 
decreased morale and productivity. As a result of the distressing nature of 
bullying, psychological and physical reactions, such as feelings of helplessness, 
fear, anger and even anxiety, might result in poor clinical attendance and impact 
on WIL.  
This was also found by Yon in her study when participants verbalised that the 
registered nurses questioned the credibility of the training institutions when the 
students would want to exercise assertiveness (Yon et al., 2014:54). The 
experienced supervisors refused to write their monthly reports and some made 
hurtful personal remarks in front of other clinical team members. In a discussion 
led by Rainford, Wood, McMullen and Philipsen (2015:1) the stressfulness of the 
health care environment, the levels of bureaucracy and the sizeable workloads are 
considered breeding grounds for workplace violence. The authors also cited 
Murray, stating that the estimated costs of workplace violence per annum as a 
result of lost working hours, staff turnover and decreased productivity could be as 
high as 4 billion dollars. However, as these acts of bullying, victimisation and 
verbal abuse often go unreported, its impact is still severely underestimated 
(Rainford et al., 2015:2) further supporting the current study. 
iii.  Students experienced disrespect from the NEI personnel 
Participants indicated that although most of the verbal abuse and disrespect they 
were exposed to was in the CPA, some of them also experienced disrespect from 
the lecturing staff. Kendra shared, “We had multiple lecturers because we had so 
many competencies to get done in such a short time … then the lecturers would 
say that you’ll have your evaluation on such a time the next day … then they 
cancel” (FG1:L590 – 593). She was interrupted by Mary who added, “Yeah, they 
cancel, like at least three times for me” (FG1:L594) and then Linda added, “… or 
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they just don’t show up” (FG1:L595). Kendra continued, “Yeah, right, they don’t 
pitch. They didn’t even tell me they’re no longer coming. Then it’s not … actually 
like I feel that my lecturers don’t really respect me nor have time for me … ” 
(FG1:L596-598). Stephen shared his experience as follows, “My significant 
experience so far was my practical exam last year … I hardly started with my 
introduction when the lecturer stopped me and asked questions. It went on 
throughout my whole exam procedure. I couldn’t take it; I kept wondering why she 
keeps interrupting me and asking questions. At the end of the skill they even 
asked my patient how he thought I did and when the patient replied it was good, 
they burst out laughing. That and their unfriendly faces for that whole hour was the 
worst disrespect I had ever experienced … I kept analysing it and thinking I would 
fail the exam” (FG4:L56-68).  
Jennifer’s experience of a situation at the NEI when the head of the institution and 
the lecturer came to resolve a situation with them in class, concluded this sub-
theme of disrespect. She said, “When we had our meeting in class, students were 
honest and they were actually voicing out … that vulnerability … everyone was 
saying something, but then they got attacked … in my opinion that is wrong. She 
needed to see the other side, to maybe keep quiet and just listen. If we say this is 
being done it is being done, why would we make things up? We don’t want to 
make things up; we want to get out of here. Why would we lie?” (FG4:L1321 – 
1326) to which Zinzi added, “When the other years’ students heard about the class 
conversation and what we were complaining about they were like, ‘Ah, what, you 
guys can stop complaining … last year we even had a psychologist come to speak 
to us … so what are the lecturers going to do … nothing will change’ … not really 
a reaction of trust and respect … if the leader would just show compassion. If 
someone would just even try and defend the students, or go and find out about it 
before saying it is not true … at the end we are also customers” (FG4:L1328 – 
13342).  
Although there is paucity of literature with regard to student experiences of 
lecturing staff, a study done by Cunniff and Mostert (2012:8) clearly indicated that 
bullying and disrespectful behaviour by NEI supervisors were 30% more prevalent 
than any other reported. Their study further showed that the 20-29 age group 
 78 
experienced the highest levels of bullying on all dimensions (Cunniff & Mostert, 
2012:8), the most prevalent age group of the participants of the current study, as 
well as most of the student nurses in the applicable nursing programmes, 
therefore supporting the findings of this study. 
3.4 THEME 2: POSITIVE EXPERIENCES RESULTED IN MOTIVATED AND 
ENTHUSIASTIC STUDENTS 
The second research question discussed in the focus groups was on aspects that 
enhanced WIL. Participants verbalised the influence of positive role models, 
having had support from clinical personnel, lecturers, fellow students and family, 
which enabled them to experience personal growth (Figure 3.17). 
 
Figure 3.17:  Theme 2: Positive experiences resulted in motivated and 
enthusiastic students 
3.4.1 Sub-theme 2.1 Students felt inspired by positive role models 
To be inspired means to be encouraged, stimulated, lifted up or even awakened to 
mention a few (Oxford Dictionary of English, online version 4.1.4). The positive 
role models the students were exposed to or worked with were personnel of the 
CPAs as well as NEIs and of a variety of healthcare categories. The impact on the 
WIL of the students were ones of motivation, confirmation that they chose the 
correct career and even finding their own professional independence, as illustrated 
by the verbatim quotes in the next section. 
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Leila said, “The best time I actually came to realise I can be an independent 
practitioner was in the holidays. Last year I worked in the December period and 
they (the registered nurses) asked if I had certain competencies like handing out 
of medication, etc. and when I said yes she allocated me to a group of patients. 
She allocated me to five patients and said she’ll come back and check on me. 
They did that and I actually felt like in control and independent“ (FG1:L711-719). 
Kendra agreed and shared her experience in one of the private hospital’s 
paediatric units, “We were working night duty and had to write an incident report 
when the unit manager came in. She was one of the most wonderful people ever; 
she put so much faith in us. She said, ‘Ok, I know you can do this … you give out 
the medication for the evening’ and then I felt, ‘Well if she thinks I can do it then I 
can definitely do it’ and then I did. It’s very empowering if someone builds you up 
or trusts you to do something important like the medication … it’s amazing” 
(FG1:L720-727).  
Lungile explained that positive role models have a far reaching effect. “The unit 
manager in this one unit was very student friendly. She understood what the 
students needed and then her staff also did and they were all accommodating and 
helping us … they all still considered their patients, but they also considered you 
as the student; what you must learn … it was a very nice experience and even 
now when we see them somewhere we still greet and chat” (FG4:L355-370).  
Tanielle verbalised that her experience was her most challenging, but also most 
positive to date (Figure 3.18). She shared the following, “I chose yellow paper 
because it is bright and happy. My story is the opportunity I got to be a scrub sister 
when I was in third year. It was very, very nice, but also very challenging. I wrote 
nervous and exciting because it all had to be sterile and I was scared I was going 
to make a mess … , but the sister had the confidence in me to say that I could do 
it … she didn’t even scrub up with me. The doctor was also patient and waited for 
me to drape the patient, which is when it became so challenging because it felt 
more difficult doing it than when we were just watching them, but he was so 
patient and waited calmly for me to finish … it was awesome … I love theatre, I 
want to go and work there when I am qualified” (FG3:L65 – 72).  
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Figure 3.18:  Tanielle’s drawing of her positive experience in theatre 
Perry as quoted by Baldwin, Mills, Birks and Budden (2014:24) described good 
role models as exemplary nurses who possessed extensive clinical knowledge 
and skill, as well as high levels of interpersonal skills, supporting the descriptions 
of this study’s participants. The authors also quoted Levett-Jones and Lathlean 
who stated that student nurses' learning in the clinical setting is linked to how 
positive the social ‘feel’ of the clinical area is perceived by them, affirming the 
positivity experienced by this study’s participants (Baldwin et al., 2014:25). 
Baldwin et al. (2014:19) also reported on a study done by Grealish and Ranse 
who found that students adopted traits that they perceived to be of value, good 
clinical practice, were centred on the patient or recipient of care, showed respect 
for, and received respect from colleagues, and those professional behaviours that 
demonstrated that a nurse wants to be a part of providing care to a patient. Even a 
bad role model can have a positive impact on the student in that they recognise 
the type of nurse they do not want to be - directly supporting this study. 
3.4.2 Sub-theme 2.2: Students experienced enhanced learning when 
supported by clinical personnel, lecturers, fellow students and family 
Participants expressed gratitude towards the support they received and shared 
how it affected them. The following verbatim quotes illustrate it well: Kim shared, 
“There was a sister in the ward that would ask us what we needed to do for that 
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day and then she attaches you to a staff member who will be doing those activities 
or skills for the day. This one day I needed to have practices signed for 
intravenous cannulations so she said, she’ll do the first two so I can watch and 
then the rest I will be doing; she will just watch … that really worked. I got so many 
of my competencies signed in that ward and she really trusted us to do what we 
needed to do” (FG2:L562-567).  
Kendra said, “ Not every day in practice is negative, you have gems of nurses and 
wonderful doctors all of who are wonderful in helping you and then you feel like it’s 
ok, you can do this” (FG1:L183-187). Leila added, “It helps if you have a person to 
support you, like getting to know the unit manager and then knowing you can go to 
her … ”(FG1:L353). Susan said, “There are still good wards. I remember in July 
when I was working it was the best in ages … looked forward to every day of 
working there. When it was five o’clock I was already up and making my lunchbox 
… that was a very nice experience” (FG2:L915-917).  
Estelle added that the students’ attitudes also play a part and many in the group 
nodded in agreement when she said, “I think it is also about your attitude … if you 
think they are rude and give them that attitude back they will treat you worse, but if 
you ask if you could assist or if they need any help, or you show that you are 
interested in the work they are doing and you greet them kindly it will help with 
your relationship in the ward and they will allocate more tasks to you. You just 
have to show that you are interested in your work and willing to learn and then 
they start to assist and help you” (FG1:L365-377) and Megan said, “I do think it 
depends who you hang on to. If you have a sister that wants you to learn and 
wants to teach you, you’ll do everything” (FG4:L373-374). Sunki added, “I was like 
having the most emotional day for me; no-one wanted to help me prepare a 
patient for theatre and I was struggling with documentation … angry and ready to 
give up, but then one of the assistant nurses came to help me because she 
usually does all of it … ” (FG4:L458-464). 
The experiences of support do not just relate to ward staff, but also to mentors and 
lecturers. Siyo shared, “It was in the ICU (intensive care unit) at one of the private 
hospitals where the lady, Sr Valery (a fictitious name), was allocated to assist us. 
It was really nice having her. She was there every day and if you had questions 
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you could just ask her or go to her and would help or show us new things … she 
would be there to assist and help us and let us practise the new skills … it made 
life so much easier and you don’t dread going to the unit; you’re not frustrated and 
can just learn so much more” (FG2:L525-533). Stephen said, “It feels good to 
know that your lecturers have your back, I remember we were working and Mrs 
Red came to see us and found us doing menial tasks, unrelated to patient care. 
She was very upset and went straight to the unit manager and then both came out 
to address the staff and explain what we should actually be doing … that really 
made me happy” (FG4:L1074-1080).  
Gidman, McIntosh, Melling and Smith (2011:352) stated that in order to facilitate 
learning in practice, mentorship is now widely accepted as the favoured approach 
and is considered an imperative tool for the preparation of professionals within 
practice. The authors continued by saying mentoring of students within practice is 
viewed as a fundamental aspect of nursing and that mentoring which had a direct 
impact on clinical learning was considered the most significant; both a need 
expressed by many of the study’s participants, but also in support of those who 
have experienced the support and therefore had enhanced learning. 
Some participants also mentioned how important support from their families was, 
as shared by Estelle, “Nursing challenges you at every level … not just on you 
academic level, but also mentally, socially, every single level, and I think a lot of us 
don’t know how to cope with all of these … especially when you’re far from home 
and you want your mom. So you just call her and just to hear her say, ’it’s going to 
be ok … just be strong’ makes you stick it out and try again” (FG1:L924-931). 
Harper, Sax and Wolf (2012:146) found that students reported more growth in 
academic domains when they felt their parents showed interest and concern for 
their academic success. This supports Estelle’s comment of how she felt she 
could continue her studies.  
Leanne explained that although her first day in practice in one of the public 
institutions did not start out positively, the fact that she had fellow students who 
were there to support her helped her cope and they achieved their clinical 
outcomes for the day (see Figure 3.19). She said, “ … Just the experience of like 
working together, but also having fun in doing it and trying to explain things to the 
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patient not even able to speak his language, the three of us managed quite well at 
the end of the day. I even phoned my mom that night and said, ‘I actually had a 
good day, I’ll be staying in nursing: all just because I was not alone” (FG1:L38-42).  
 
Figure 3.19: Leanne’s drawing of how her negative experience turned out positive 
because of the support of her fellow students. 
Kendra supported this when she said, “I was so grateful that there were other 
students there, to be my support” (FG1:L583) and Sindy added, “We had each 
other; you just learn to be a stronger person … in the end you learn to laugh with 
your friends about the hurt you experienced because you all had similar 
experiences” (FG1:L891-894). Tobeka said, “It was a third year student of another 
NEI who showed us how to lay out a patient … when we were too scared to even 
touch the patient, she really helped us” (FG2:L15-17). Samantha also shared that 
having had fellow students who went through the same difficult times as she had 
really helped her cope, “We would laugh about some things, things that really 
upset that day … it’s weird and not many would understand, but the support was 
mainly them … they understood because they went through the same” (FG3:L162-
166). Kobus even told of how having friends outside of nursing helped him to cope 
with his training. He said that they supported him when he went home; he could 
just tell them of a hard day and they would find it so humorous or disbelieving that 
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they would encourage him to continue and just show everyone else he could do 
this, which kept him continuing even if very difficult at times (a translation of the 
Afrikaans quote as per FG3:L339-341). Eric’s drawing depicted the influence 
fellow students had on him when he transferred to a new NEI (Figure 3.20). 
 
Figure 3.20: Eric’s drawing of feeling whole once he made new friends 
The participants told of many rewarding patient experiences that also inspired 
them to keep going. Cynthia explained, “I was in my first year and really at 
breaking point when I had this patient in one of the wards who went for an 
amputation and needed to go to the toilet, but nobody wanted to help him. They 
said he needed to use the bedpan, but that would just make him feel more 
disabled, so I went to look for a wheelchair and then took him to the toilet. That’s 
all I did and he was just SO grateful he kept thanking me … that is very rewarding 
and kept me going” (FG2:L471-477). Simpiwe agreed, “We want to be the change 
agents and better nursing. It is those patients that look at you and say ‘thank you’ 
… that’s why I am here” (FG2:L479-480).  
A study was done by Gidman et al. (2011:353) to explore the perceptions and 
experiences of student nurses regarding support in clinical practice settings. They 
found that the most important source of support in practice by starters (junior 
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students) (39%) was academic staff. Mentors were ranked a second overall (37%) 
and thirdly family and friends (5%). In contrast, 67% of the finishers (senior 
students, like the participants) ranked mentors as the most important source of 
support in placements, while lecturers were ranked second (15%), and both 
groups ranked support and teaching as the most important support received from 
peers third (6%). Both groups of students identified clinical skills as the most 
important element for which they thought they would need support, and then 
followed aspects such as placements, personal issues, adjustment to the 
placement and becoming part of a team and also linking theory to practice. 
3.4.3 Sub-theme 2.3: Students experienced personal growth 
Self-learning and personal growth were evident in many snippets shared by 
participants, such as, “I learnt I don’t have to take everything so personal … they 
did shout at me, it’s done, so now move on,” as shared by Estelle (FG1:L484-485), 
and Sindy commented “I have a dream of what I want to do and that keeps me 
going otherwise I would’ve been out the door” (FG1”L829), as well as Tanielle who 
said, “I cannot get angry for another person … we need to each manage our own 
emotions and be able to work with many people” (FG3:L150-151). Denise said, “I 
hold onto the good experiences that I had with patients and even some staff 
members” (FG2:L861). Samantha also shared, “I think how we act influences the 
staff. There was a sister who everyone said was mean, but when I got to the ward 
I just spoke to her kindly and greeted her and then she was kind back and even 
helped me. So I think you need to go to the ward like with a clean slate and find 
out for yourself how things are; give everybody a fair chance” (FG3:L 396 – 402).  
Cynthia explained that her personal growth included learning to persevere and 
that she used her faith to assist, “Sometimes the only thing that gets me through 
the tough situation is prayer. I’d do a quick prayer and ask God for strength to 
continue and then I managed” (FG2:L431-434). Siyo agreed that his growth also 
included growing in his faith, “What keeps me going is to refer to the life of Jesus. 
I’m a Christian, so I like to relate everything to Christianity. I read the Bible a lot 
and refer many of my situations to the life of Jesus … how He led it, how He faced 
challenges … you know, He treated everyone equally and He prayed for people 
…” (FG2:L486-490). Eric said, “I decided to stay strong for everyone and for 
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myself as well. I did not want to disappoint myself … I decided I was going to stay 
and no matter how difficult it is I am going to finish” (FG2:L764-767), and Lungile 
added, “I still think it is the little things you do … not basically to please anyone 
else, but you do it for that person and your own conscience” (FG4:L707-708). 
Kendra shared her reflection, “In a way it is bad, but in a way it is also good, 
because I had to learn to be like my own person … to say ‘you know what, it’s fine 
that not everyone likes me or wants to help me …, but I did the best I could at that 
point’ and then I kept trying my best” (FG1:L144-149). She continued, “You have 
to like really dig deep inside yourself to make it, make it something … you know 
positive” (FG1:L183-184) and then later added how she had to motivate herself to 
get her WIL done, “I remember standing in the ward having to like talk to myself, 
‘Kendra, you know you need to do this. You need this competency, you want to 
pass this subject, you know you don’t want to redo this year’ … then you go and 
just do it. I think it was that kind of mentality that changed it for me … that made 
me more of a go-getter” (FG1:L201-205). 
Magda verbalised that although many aspects are still as negative as before, they 
as students have grown personally and developed skills that now enable them to 
deal with these experiences. She said, “Although the situations might not be 
changing I think we have changed because now we can handle it more. We look 
at it differently and we are now able to do more for the patient … we do not feel as 
helpless” (FG3:L113-115). Linda told of an experience when she was scolded for 
spending time chatting to a patient, “… sometimes what the patient actually needs 
emotionally is more important that the physical ward activities” (FG1:L550-551) 
and she was interrupted by Anele who said, “Then you need to be assertive and 
tell them that” (FG1:L566). Both Linda and the rest of the group were verbally in 
agreement that it is exactly what they have learnt to do, truly indicative of having 
grown professionally despite the hardships encountered. Kim in group two also 
mentioned being change agents, “I think the change is going to be effective once 
we are done and working” (FG2:L830), when Lerato added, “I think that we can be 
assertive when you know you are independent and not needing someone else’s 
signature to do something. When I’m the registered nurse I will be able to make 
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the change because then I have the qualification … it’s that solid thing you hold 
onto … ” (FG2:L836-843).  
 
Figure 3.21: Megan’s drawing of how the nursing programme influenced her 
Megan summarised her experience of the nursing programme and the growth it 
affected within her in a drawing (Figure 3.21) and said, “This programme really 
gives you something. You go out with something worthwhile. You go out rich, not 
with an empty cup or anything. You go out with knowledge; you know what you 
are doing and how to do it and why you actually do it. Even though it was hard … 
it moulds you … sometimes with lots of anger and hurt, but it does help you to be 
someone better” (FG4:L1198-1202).  
The researcher found that personal growth was referred to as developing 
resilience in many of the texts read. McAllister and McKinnon (2009:372) 
described the personal growth or development of resilience as an ability to 
rebound from adversity, to overcome difficult circumstances or, a process of 
adaptation to adversity. The authors continue to describe that individuals who 
have developed skills such as an internal locus of control, empathy, positive self-
image, optimism and the ability to organise daily responsibilities experience 
personal growth and the ability to adapt to their environment, no matter how 
difficult, supporting what participants in the current study were explaining. 
Jackson, Firtko and Edenborough as cited by McAllister and McKinnon (2009:373) 
 88 
emphasised that this personal growth or development of resilience was deemed a 
quality very necessary to succeed in nursing, because the conditions can be so 
adverse, further supporting the experiences as shared by this study’s participants. 
3.5 THEME 3: STUDENTS’ RECOMMENDATIONS FOR ENABLING THEIR 
WORK INTEGRATED LEARNING 
The last research question focussed on the recommendations to enable WIL. It 
was posed to the participants in order to gain their insight and possible 
expectations of how if given the opportunity they would optimise WIL for future 
student nurses. Figure 3.22 highlights the aspects that were recommended by 
participants which will be discussed in the next section.  
 
Figure 3.22: Theme 3: Students’ recommendations for enabling their work 
integrated learning 
3.5.1 Sub-theme 3.1: Additional mentoring and clinical support in the CPA 
Throughout the discussions mentoring and support was a topic frequently 
mentioned, therefore the first sub-section in this theme. Richard suggested, “I also 
think that there should be like mentors, but that there are actually nurses that 
would then take you under their wing” (FG1:L619-620). Kendra supported the 
statement, “I think like now, currently I’m allocated to a clinic and we have a 
mentor there every day. She like knows what she is doing and her time is for you 
Theme 3 
Students' recommendations for enabling their work 
integrated learning 
3.1 Additional mentoring 
and clinical support in the 
CPA 
3.2 Adequate financial 
support specifically related to 
the WIL 
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incorporate student needs 
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… you can utilise that as much as possible and if you have any questions, you just 
learn so much” (FG1:L636-639). Sindy added that she thinks the presence of 
lecturers would also make a difference, “I think when a lecturer comes in and 
builds a reputation like within the ward or clinic the standards will be raised by the 
staff working there … Like with Mrs Susan, she will give the people a hard time if 
they are not doing the right thing … because it’s right … ” to which Anele 
responded, “We need people like that for students” (FG1:L642-647). Eric added, 
“The motivation to complete my studies was to be the mentor the registered 
nurses aren’t. I think if you have a bit of guidance from someone who’s been 
through that as well it would help a lot” (FG2:L508, 513-517). He also added, 
“Each institution that allows students to go in there for WIL, there should be a 
person responsible for the education of the students that are going there, because 
the nurses are not able to do it they are too busy … there should be one person 
allocated for each ward” (FG2:L545-548). Susan said, “It would be nice to have 
somebody there all the time, and to defend you” (FG2:L795) and Megan added, “I 
think it helps if there’s somebody there who’s guiding you. Like if you’re doing 
something for the first time, there should be someone there guiding you … 
someone who continuously checks on the students” (FG4:L578-580, 594), to 
which Mandy replied, “Yes, like in our second year when Mrs Rose (also a 
fictitious name) was there with us and you had your skills and she was there and 
helped you … we were doing wounds and staples and things like that” (FG4:L596-
598). Zinzi even suggested that the newly qualified students, doing their 
community service year could be utilised to assist the students, “How about 
attaching the com-serves to the students to mentor them?” (FG4:L600-601).  
Some of the participants verbalised a need to have the lecturing staff more 
available in practice. Karien explained that as a junior student she only saw them if 
they came for evaluations and then you’d be nervous and unsure, not used to 
them in the CPA at all (a translation of the Afrikaans quote as per FG3:L278 – 
283) to which Samantha responded, “If your lecturers come more regularly then 
we would be able to learn to improvise more and the lecturers will see in which 
circumstances we work daily and help us make it better” (FG3:L293-300). Megan 
said, “It would actually be nice to see our lecturers with us in practice … the 
simulation lab is different to the real situation and to actually be able to manage a 
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patient with them. It needs to be mentorship from our lecturers so that the 
expectations are the same, as others do not necessarily have the same 
knowledge” (FG4:L997 – 1003). Mandy added, “And what about educational 
lecturers also being found competent and up to date with their knowledge … we 
are dependent on them and I google a lot of information but if I give that in an 
exam it is not recognised” (FG4:L1280-1285). 
Jennifer introduced peer mentoring to the conversation, “If you had the peer-
mentorship thing happening, like when a 4th year would be a mentor for a 3rd year 
… they can come and ask you things or you can explain things about the year 
they need to know … it would actually help some of us because then you are not 
alone out there” (FG4:L1006-1015). Amanda continued this discussion, “Like 
when we had mentors … mine still asks me how I’m doing on a regular basis. I 
remember in our first year OSCE they reminded us of little things like emptying 
your bladder before you go in … You need such people, to just give you an 
overview of what to expect … ” (FG4:L1374, 1379-1380) to which Mandy added, 
“Like my experience might benefit the next student. My mistakes might actually 
help someone” (FG4:L1381). 
Gidman et al. (2011:354) reported that support from experienced students and 
newly-qualified nurses is highly valued by the students in their study as they 
considered these individuals as being enthusiastic and motivated, both in their 
practice and in their attitudes to students. The students reported that they were 
more approachable and had less time constraints than more experienced nurses, 
clearly supporting the suggestions made by participants in the current study. 
The authors also report on several studies done with regard to peer mentoring, 
such as a study done by Aston and Molassiotis who examined an initiative which 
involved senior students in the supervising and supporting of junior students, 
under the supervision of a clinical mentor. Students found the scheme to be an 
effective provision of support that enhanced motivation to learn whilst also 
assisting in their transition to the placement in terms of initial anxieties. The 
authors also quoted another study done by Gilmour, Kopeikin and Douche who 
evaluated a peer-mentoring programme designed to support students making the 
transition to higher education and nursing; data collected from focus groups 
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illustrated that the programmeme had benefits for both mentors and mentees 
(Gidman et al., 2011:352), supporting the needs and suggestions made by the 
current participants. 
3.5.2 Sub-theme 3.2: Adequate financial support specifically related to the 
WIL 
As discussed in theme one, a lack of finances hindered students from getting to 
the CPA and therefore negatively impacted on their WIL. A suggestion to assist 
the students financially was made by Leila, “I also think that there should be 
especially for working in the holidays, the students should get something back, like 
a small payment or minimal wage” (FG1:L762-766).  
Kobus asked for transport support, saying it is one of the biggest issues for the 
students. Those who have their own transport are lucky, but the students who 
need to make use of public transport not only have large expenses, but they also 
need to often be out on the road at very early or late hours of the day. He 
suggests that the NEI supplies a minibus the students can take responsibility for 
and drive themselves to and from the CPAs (translated from Afrikaans, FG3:L284-
288: “en help studente met transport. Daai is die grootste issue. Ok, nie vir my nie, 
want ek het my eie kar, maar ek ken baie van die studente, hulle het nie karre of 
niks nie. Die nursing department kan vir hulle 'n bussie kry en wanneer studente 
dit nodig het, kan hulle die bussie huur en die geld betaal en kan die een bussie 
almal een plek vat dan hoef niemand laat te kom nie”.) 
West et al. (unpublished thesis, 2013:58) found in their study that financial 
reasons for students not able to cope with the programme were 28% (n=16/58). 
The authors continued their discussion stating that in the Strategic Plan for 
Nursing Education, 2012, it was proposed that the students in the future will be 
fully funded, which meant that their tuition, books, study material, living costs, 
medical aid, indemnity, accommodation, transport and uniforms will be supplied 
with the understanding that time will be worked back in exchange (West et al., 
2013:63). These findings and statements are in support of the current study that 
there needs to be some form of financial assistance that will assist the students 
and enable their WIL. 
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3.5.3 Sub-theme 3.3: Adjusting the nursing programmes to better 
incorporate student needs 
The majority of participants recommended that the current nursing programme 
needs adjustment in order to enhance their learning. Leila suggested, “I think there 
should be a module of assertiveness …” (FG1:L465) and was supported by 
Richard who continued the conversation, “… and how to have the correct attitude. 
I think many of us are young students and just from school and … more like 
sheltered and now you go into a rough environment like CPAs and all that shelter 
is gone. You kind of don’t know which way to look and how to fend for yourself … 
to be assertive in the right manner, but also how to show respect to others even 
though you hate their guts. I think that because many times when we don’t like a 
person we tend to disrespect them (at this point the group members all verbally 
agreed to his statement) … it goes both ways then and tends to snowball out of 
control. To be a better person takes a lot of education and maturity …” (FG1:L470-
477).  
Later Richard continued by adding, “I would also prepare students better by telling 
them what they are going to see. Not paint a pretty picture and then they see a 
horrible thing when they get there … so that you are more prepared” (FG1:L615 – 
618). This was supported when Sindy said, “Inform people. Although they have 
applied for nursing, just like inform them what the expectations are so that you 
come here knowing what you are going to be doing” (FG1:L874-878). Brien 
(2012:15) reported that pre-placement preparation generally helped reduce 
students’ anxiety prior to starting their placement. Students reported how, prior to 
their placement, they took steps to familiarise themselves about the ward and the 
medical speciality, but also tried to prepare psychologically to cope with caring for 
the ill patients, supporting the recommendation made in this study.  
The discussion about the expectations and lack of proper preparing had the group 
venture to sessions with counselling staff and that it should be more freely 
available. Leila said, “I think that it should be like semi-compulsory for each 
student especially in the first year and beginning of each next year to see the 
psychologist … ” Kendra interrupted her with, “because if you don’t get to know 
them it’s hard to be vulnerable and speak to a stranger,” and then Leila continued, 
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“Because if it is optional you think ‘No man I’ll never need a psychologist”, but I 
ended up seeing her for about three months because nursing took it out of me. It’s 
actually very helpful … ” (FG1:L895-902). A similar conversation took place in 
group two as evidenced by Lerato saying, “There must be classes whereby we are 
given an opportunity to share these things, like lecture time whereby we share 
these experiences and then how we can deal about it” (FG2:L641-643) to which 
Sade added, “I know we have counselling available … we just don’t have time to 
go and see them. So perhaps if it is incorporated into the curriculum or timetable it 
would be easier to access the help” (FG2:L668-673). Jennifer added, ”In small 
individual sessions the problems are isolated … but whereas we are a big group in 
class, everyone adds and you’ll find out what the problem is they are experiencing 
and we can go, ’Oh, she has the same problem’ … and maybe we can help 
coming up with the solution” (FG4:L1270-1277). 
The fourth focus group also indicated a need for psychological preparations and 
support, but in a slightly different manner. Shruti explained, “And another thing, at 
least with our procedures and grievances we have guidelines. We don’t have 
guidelines for grieving. How to speak, what to say, we don’t have that. It’s odd and 
awkward. Where do you start? What do you do? I just kept rubbing the person’s 
back saying sorry … ”(FG4:L973-978).  
There is a paucity in the literature with regard to students having input in adjusting 
to nursing programmes, especially related to WIL. However, the researcher found 
the following statement profound and conclusively in support of data presented in 
this chapter: “Ensuring students have the best support possible is a crucial 
element in optimising the student learning experience, promoting student 
progression and reducing attrition” (Gidman et al., 2011:352). 
3.6 SUMMARY  
In this chapter the findings of the study were related to the three research 
questions which formed the three main themes. The first theme related to the 
multitude of challenges student nurses experienced in the CPAs and NEIs that 
negatively impacted on their morale and hindered their WIL. The second theme 
focussed on the positive experiences which resulted in motivated and enthusiastic 
 94 
students and the third theme included the suggestions and recommendations 
made by participants to enable their WIL.  
The three main themes each have sub-themes and related categories which were 
discussed in detail by means of verbatim quotes and participants’ drawings. The 
findings were contextualised within existing literature to support or contradict the 
experiences shared by participants. In Chapter Four the researcher presents 
recommendations and advises on actions to implement the recommendations in 
order to optimise the work integrated learning of student nurses based on the 
experiences of participants and their suggestions made in this study.  
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CHAPTER FOUR: 
SUMMARY OF FINDINGS, RECOMMENDATIONS, LIMITATIONS AND 
CONCLUSION 
4.1 INTRODUCTION 
In Chapter One an overview of the research study’s background, aims and 
objectives, as well as an outline of the research processes was presented. 
Chapter Two focussed on the details of the research design and methodology 
used. In Chapter Three the researcher presented the findings in the form of 
themes and sub-themes that portrayed the experiences of the student nurses with 
regard to their WIL and then applied literature to contextualise the data and 
findings. This, the last chapter, discusses the recommendations for nurse 
educators to optimise WIL for student nurses. The researcher formulated 
recommendations in line with the identified themes and some sub-themes, 
incorporating the suggestions raised by participants. To conclude the chapter, the 
limitations of the study, recommendations for nursing education, research and 
practice are identified and the study’s conclusion is presented. 
4.2 SUMMARY OF FINDINGS 
The researcher has been in clinical practice, in various roles, for eighteen years 
and a nurse educator for the past five years at an NEI offering the four-year 
comprehensive programme. As alluded to in Chapter One, the researcher was 
aware of concerns raised regarding WIL of student nurses, but was also very 
aware of positive experiences. As an educator (lecturer) at the nursing school the 
researcher was directly involved in managing clinical placements of the students 
and observed a variety of factors that escalated her concerns especially as it 
seemed that the students’ and colleagues’ negative experiences and struggles 
were on the increase. These concerns prompted the researcher to collect 
information from students with regard to their experiences of WIL with the aim of 
providing recommendations for nurse educators to optimise the WIL of student 
nurses. 
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In the first phase of the study data was collected by means of four focus group 
discussions involving 35 participants of a specific NEI. Rich and noteworthy data 
was collected by use of naïve sketches, responsive interviewing technique in a 
focus group setting, using the research questions to focus the groups’ discussions 
pertaining to their experiences of WIL in acute care settings in CPAs. Tesch’s 
method of data analysis was used by the researcher and the independent coder 
and the findings and experiences were collated into sub-themes pertaining to the 
three main themes directly aligned to the research questions. The three main 
themes were: 
(i) Student nurses experienced a multitude of challenges in the CPA and at 
the NEI that negatively impacted on their morale and hindered work 
integrated learning. 
(ii) Positive experiences resulted in motivated and enthusiastic students. 
(iii) Students offered recommendations for enabling their work integrated 
learning. 
Evidence of participants’ positive and negative experiences which impacted on 
their WIL was presented in a detailed layout of the themes and sub-themes in 
Figure 3.1 in Chapter Three. Next follows a brief synopsis of the study’s findings 
per thematic allocation. 
The first theme relates to the first research question and described the factors 
that hindered the WIL of student nurses as experienced by participants. The 
findings included multiple challenges from the CPA and the NEI which hindered 
WIL and these were categorised into the sub-themes. There were four sub-themes 
in this theme with categories describing the challenges as experienced by 
participants.  
Sub-theme one encapsulated the lack of resources participants experienced. 
Resources of a wide range were discussed, inclusive of human resources as 
participants’ experienced minimal support in practice from both the clinical and the 
educative staff. Other concerns raised were lack of hygiene and equipment in the 
institutions which created conflict in rendering patient care as taught by the NEI; 
however, some participants did express exposure to well-resourced CPAs and 
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shared how much they appreciated working in such environments. Participants 
verbalised that student nurses were seen as the work force in the CPA, and the 
last category in this sub-theme was the financial restraints shared by participants 
and the difficulties they experienced in order to get to the CPAs, all hindering them 
in achieving WIL outcomes.  
Sub-theme two focussed on the students’ experience of the CPA as being an 
unsupportive learning environment. Many of the participants’ drawings, as well as 
the verbatim experiences shared, indicated the unwillingness of registered nurses 
to assist student nurses when in the units; registered nurses delegating tasks 
inappropriately and poor supervision by both the registered nurses and unit 
managers thus not enabling the students to acquire much needed practical 
experience, directly hindering them from meeting their clinical outcomes. 
Sub-theme three extrapolated the lack of belonging student nurses experienced 
in the CPA and the NEI. Again the vast amount of data and shared experiences 
were sub-categorised into four categories. This sub-theme (and the next one) 
evoked strong emotions from participants during the focus group sessions as 
some experiences left emotional scars that were expressed for the first time at 
these sessions. An important aspect of concern was the disconnect participants 
shared which they experienced between what was taught at the NEI and the 
reality in the CPA. When searching literature much of the focus was on the known 
theory-practice gap, but disconnect for this study’s participants was more than 
mere teachings. Data also indicated that the attitudes of clinical and education 
personnel were a bigger problem than anticipated. Participants shared feeling 
marginalised by many of the clinical teams, often being on the receiving end of 
ridicule and unjust presumptions which escalated their experiences of not 
belonging. Participants verbalised constant exposure to poor patient care. 
Examples included wanting to spend time with patients and render care focussed 
on individual needs as taught, but then clinical personnel would be abusive and 
workplace violence as discussed in the last sub-theme came into play. 
Sub-theme four, the last one of theme one, highlighted the workplace violence 
students experienced in CPAs and NEIs. Some of the drawings as illustrated in 
the text in Chapter Three depicted exposure to verbal abuse, even from unit 
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managers, and students experiencing victimisation especially in the CPAs. These 
experiences were many and occurred in all of the CPAs. Participants commented 
on the emotional hurt these experiences caused the students. Lastly, in this sub-
theme were experiences of poor conduct considered as disrespect from the NEIs’ 
personnel which further impacted negatively on the WIL of participants. 
The second theme relates to the second research question and described the 
factors that enhanced the WIL of student nurses as experienced by participants. 
The findings included the positive experiences which motivated and enthused the 
participants. Data in this theme was categorised into three sub-themes. Sub-
theme one explained the inspiration they derived from the positive role models 
they encountered, such as clinical staff, lecturers and other health professionals. 
Sub-theme two encapsulated participants’ experiences of the support they 
received and how it enhanced their learning. The support was from a variety of 
sources, such as mentors, clinical personnel and lecturers. Many of the 
participants shared how a phone call to a loved one from their families helped 
make a hard day feel better, but most if not all verbalised that the support from 
their peers and fellow student nurses mattered the most. Lastly, sub-theme three 
highlighted the experiences that led to participants’ personal growth. Some of the 
stories and experiences shared were individualised such as personal faith, religion 
or reliance on a specific family member enabling participants to become more 
mature and willing to persevere. Many, however, had common denominators such 
as self-determination, developing assertive behaviour, surrounding themselves 
with positive influences and a conscious decision to make a difference irrespective 
of the obstacles perceived to be present.  
The third theme was compiled around the last research question of possible 
recommendations from participants on how they would want to facilitate change in 
order to optimise their WIL. The recommendations were many, but assisting other 
student nurses by implementing buddy- or mentoring programmes was one of the 
most common suggestions made for optimising their WIL. The recommendations 
were grouped together and formed the three sub-themes which focused on 
(i) additional mentoring and clinical support in the CPA; (ii) adequate financial 
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support specifically related to the WIL and (iii) adjusting the nursing programmes 
to better incorporate students’ needs. 
The suggestions and recommendations made by participants, together with 
findings from the first two themes, were used by the researcher to formulate 
recommendations to optimise WIL for student nurses. This was deemed very 
important by the researcher and supported by Standing’s statement (2014:23) that 
enabling participants to have their say is of limited use if their views are ignored 
when decisions are being made. These recommendations will be discussed in the 
next section of this chapter.  
4.3 RECOMMENDATIONS FOR NURSE EDUCATORS 
In the second phase of the study the researcher formulated recommendations 
aimed at becoming a tool of support for nurse educators in order to optimise the 
WIL of student nurses. The recommendations were aligned to the sub-themes of 
theme one as these were the aspects that hindered the WIL experiences and 
would need optimising. 
Not all of the sub-themes were addressed with recommendations for the nurse 
educators as they directly relate purely to clinical practice and the management of 
the CPAs. These include (i) ensuring adequate hygiene in the nursing units, 
(ii) ensuring sufficient equipment was available to render patient care, 
(iii) providing adequate supervision in the wards and (iv) ensuring that the clinical 
personnel assist the student nurses, as well as (v) the more intricate management 
of poor patient care, verbal abuse and victimisation experienced by student nurses 
when in practice. The researcher did not deem these less important and strongly 
advises that nurse educators take cognisance of the findings raised, but the 
influence and actual responsibility of affecting change lies directly in practice and 
will thus be addressed in section 4.5.1, the recommendations for nursing practice.  
After formulating the recommendations the researcher applied the positive 
experiences which enhanced participants’ learning from theme two, as well as the 
suggestions made by participants to optimise their WIL in theme three to support 
the advised actions per recommendation. The researcher summarised how the 
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recommendations and advised actions linked to the sub-themes in Table 4.1 
Thereafter follows a more detailed explanation, firstly indicating the 
recommendations and then the advised actions that could aid in optimising the 
WIL of student nurses.  
  
Recommendation Advised Action Sub-Theme and Category Directly Applicable 
Supply adequate and effective 
mentoring and clinical support to 
student nurses in the clinical 
placement areas 
 Allocate specific personnel to be responsible for student 
accompaniment per CPA 
 Nurse Educators should accompany students at least 
twice a month in the CPA 
 Review current communication strategies between the 
NEI and the CPA and adjust them in order to build 
relationships of respect and collaboration and to 
increase their liaison with the CPA and the mentoring 
staff to at least once a term. 
 Review clinical placement allocations and rotations in 
order to align WIL in the CPA with the theory at NEI 
 Utilize and increase current utilisation of peer mentoring 
 Create a system for the student nurses to give 
feedback with regard to their WIL experiences on a 
regular basis 
1.1   Students experienced a lack of resources in 
the CPA and at the NEI 
 Student nurses are seen as part of the 
workforce 
 Inadequate mentoring support 
1.2 Students experienced CPAs as unsupportive 
learning environments 
 Students were not able to meet their clinical 
outcomes 
1.3.  Students experienced a lack of belonging in 
the CPA and the NEI 
 Students experienced a disconnect between 
what is taught at the NEI and the reality in the 
CPA 
 Students felt disconnected from student and 
family life 
Review financial aid and financial 
support for student nurses 
 Enable student transport to and from the CPAs 
 Explore the possibility of remuneration for student 
nurses 
 Plan and implement cost saving initiatives related to 
uniforms, books and accommodation for student nurses 
1.1 Students experienced a lack of resources in the 
CPA and at the NEI 
 Lack of student finances and financial support 
Formulate and implement 
strategies to enhance the 
resilience of student nurses 
 Develop and offer modules that would enable the 
development of assertiveness 
 Realistic preparation of students’ pre-clinical placement 
 Offer and ensure adequate psychological support for 
student nurses both during and after office hours 
1.3.  Students experienced a lack of belonging in 
the CPA and the NEI 
 Students experienced constant exposure to poor 
patient care in CPAs 
 Students felt disconnected from student and 
family life 
1.4 Students experienced work place violence in 
CPAs and NEIs 
 Students experienced constant exposure to 
verbal abuse as well as victimisation in CPAs 
 Students experienced disrespect from NEIs 
personnel 
Table 4.1: Recommendations and advised actions linked to sub-themes and their categories 
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4.3.1 RECOMMENDATION 1: Supply adequate and effective mentoring and 
clinical support to student nurses in the clinical placement areas 
The participants indicated the need to have mentors present on a more regular 
basis and that these mentors or clinical support staff assist them constructively to 
focus more on their work integrated learning and the clinical outcomes they need 
to achieve. The support could be from a variety of sources such as peers, newly-
qualified nurses in their community service year, specific ward personnel allocated 
to assisting students, clinical lecturers and mentors affiliated with the NEI. 
Rhikotso, Williams and de Wet (2014:5) found very similar results in their study 
and stated that support and guidance in the clinical environment should be given 
by the registered nurses and other healthcare professionals (such as the mentors 
and lecturers) within the hospital. 
4.3.1.1 Advised action 1.1: Allocate specific personnel to be responsible for 
student accompaniment per CPA 
Specific personnel need to be allocated to oversee the students in the specific 
CPA. By improving the availability of specific personnel tasked with supporting the 
students many aspects would be addressed simultaneously such as the learning 
environment being considered to be more supportive (Chaun & Barnett, 2012:192) 
and the registered nurses already under stress due to increased workloads would 
not feel an increased burden when the students are on the wards (Daniels et al., 
2014:1752). The personnel allocated to students’ assistance could be utilised for 
all student nurses allocated to the CPA, thus making optimal use of limited 
resources as indicated in previous reports (Eastern Cape Health Crisis Action 
Coalition Report, 2013:26; Oermann et al., 2015:109). The specific allocated 
personnel would focus on the needs and WIL outcomes of the students and not be 
part of the routine ward staff. De Swardt et al. (2014:10) and Gidman et al. 
(2011:352) found students had positive learning experiences in CPA, achieved 
WIL outcomes much easier and integrated theory and practice better when they 
were supported by specific clinical personnel or mentors. The efficacy of the 
mentoring could be evaluated by means of feedback from students and mentors, 
as well as the use of specified month end reports. 
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4.3.1.2 Advised action 1.2: Nurse Educators should accompany students at least 
twice a month in the CPA 
Another recommendation that could increase the clinical support to student nurses 
would be to relook at the presence and frequency of accompaniment of nurse 
educators and mentors in practice. As indicated by the participants a discrepancy 
often occurs between the teaching at the NEI and the actual practices in the CPA. 
Many participants also verbalised experiencing an increase in general standards 
once the lecturers work on the wards with the students and staff. Lecturing staff 
could be allocated a specific number of clinical hours per week that could have a 
dual role of maintaining clinical competence, but also aid in the support of the 
students when in CPA and building clinical relationships with the ward staff. 
Regular clinical meetings and discussions between the lecturing staff, the clinical 
mentors and CPA managers would enable the early identification of problematic 
areas and create a collaborative forum to manage and resolve these challenges. 
Ousey (2009:177) clearly stated that students want staff and lecturers who are 
dedicated to supporting them in practice and who can explain the research and 
evidence underpinning the interventions, thus allowing the integration of theory 
and practice, exactly what would be achieved by implementing this 
recommendation. 
4.3.1.3 Advised action 1.3 Review current communication strategies between the 
NEI and the CPA and adjust them in order to build relationships of respect 
and collaboration and to increase their liaison with the CPA and the 
mentoring staff to at least once a term 
The students’ well-being in CPA is a dual responsibility of the NEI and the CPA 
personnel and can only be achieved if relationships of respect are built and 
nurtured (FUNDISA: Trends in nursing, 2012:51). As suggested in the previous 
advised action regular meetings could be one of the strategies to enable such 
relationship strengthening. Collaborative work groups, team research and mixed 
clinical forums could also be considered to create improved collaboration between 
the NEI team and those of the CPAs in order to promote better communication 
and the possibility to improve understanding of changes in the clinical 
environment, as well as the needs and directed clinical outcomes of the students.  
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4.3.1.4 Advised action 1.4: Review clinical placement allocations and rotations in 
order to align WIL in the CPA with the theory at NEI  
In order for students to fully integrate theory and practice and optimally engage in 
the WIL their clinical placement should be planned and coordinated. Anecdotal 
evidence indicated that multiple NEIs use the same CPA and thus should liaise 
with each other to avoid overcrowding of units which would decrease learning 
opportunities and overburden the clinical staff. Placement teams or committees 
from the NEIs could collaborate and strategically plan not only the placement of 
the students, but also the learning objectives to be achieved and the support or 
assistance that would be needed. The clinical accompaniment model and 
preceptorship (FUNDISA: Trends in nursing, 2012:50-51) is already available and 
could be implemented by all NEI in order to optimise the WIL experiences. 
Gidman et al. (2011:353) stated that students find the learning environment more 
conducive when aligned with their objectives, thus experiencing WIL as more 
positive; the ultimate goal of the actions. 
4.3.1.5 Advised action 1.5: Utilize and increase current utilisation of peer 
mentoring 
Peer support and mentoring could be implemented in a variety of ways. Senior 
students should be requested (and thus credited for it) to assist junior students 
with orientation, clinical skills and even other student related problems as they 
understand each other and have been experiencing similar situations. Peer 
support should also filter into the CPA where the newly-qualified registered nurses’ 
teaching support would be invaluable to the students if they were allocated to 
them for assistance. This advised action is supported by studies that found peer 
mentoring and support to have a vast positive effect on optimising the WIL of 
students (Gidman et al., 2011: 352, 354). 
4.3.1.6 Advised action 1.6: Create a system for the student nurses to give 
feedback with regard to their WIL experiences on a regular basis 
The private institutions the students are exposed to have specific customer 
feedback systems in place that assist the CPA managers to know what was good 
and what needs improvement. Such a system could be altered to suit the need of 
this particular action. It is the researcher’s opinion that students should be afforded 
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the opportunity to give feedback on experiences related to their WIL. The 
feedback could be in the form of reflective sessions whereby the students can also 
learn and reflect on how they could have altered possible outcomes. The feedback 
should also include a more formal manner of reporting to enable actions or 
recommendations to be put in place. By this is meant that if positive feedback is 
received the NEI should be forwarding the information to the CPA, building and 
strengthening positivity, but it should also enable the NEI and student to put 
negative matters in writing so that they could be acted on, enabling continued 
striving for bettering the WIL environment (Rhikotso et al., 2014:5). 
4.3.2 RECOMMENDATION 2: Improve financial aid and financial support 
for student nurses 
It was clear from experiences shared that many participants struggled to make 
ends meet and the nursing programme has added expenses that are often 
considered hidden costs such as the uniforms, extra clinical equipment and 
transport to the various CPAs. Many studies have indicated that financial crises 
often result in students leaving the programme, increasing the burden of service 
provision (West et al., 2013:48). 
4.3.2.1 Advised action 2.1: Enable student transport to and from the CPAs 
One of the suggestions made by the participants was to investigate the possibility 
of transport being made available to them from their respective NEIs to the CPAs 
and back. The transport need not be free, but of a fair rate that could then be 
planned for appropriately. This transport would not only enhance their safety, but 
also assist them in getting to the CPAs on time, thus further upholding their own 
personal goals of adherence to professional expectations. 
4.3.2.2 Advised action 2.2: Explore the possibility of remuneration for student 
nurses  
WIL is a compulsory component of the nursing programme as discussed multiple 
times throughout this study. Anecdotal evidence indicated that many years ago 
student nurses were allocated to student posts at institutions and they would 
receive a monthly stipend. The current programme’s hours are of such a large 
number that the students also need to work in recess periods, thus leaving them 
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unable to find ‘holiday work’ to supplement their financial needs. It was suggested 
by participants that students are allowed to receive minimal reimbursement for 
clinical hours. Many risks could be present as students are still considered to be 
trainees, but it is an action worth looking into in order to try to retain students 
leaving merely because they cannot afford to stay in the programme (West et al., 
2013:48). 
4.3.2.3 Advised action 2.3: Plan and implement cost saving initiatives related to 
uniforms, books and accommodation for student nurses 
Wanting to aid in alleviating financial burdens or attempting to minimise the hidden 
costs of the nursing programme the researcher thought about strategies or 
initiatives that could be implemented to assist the students. As per discussion an 
idea presented was to have a uniform bank at the NEIs. Students leaving the 
programme or exiting with their qualifications could donate uniforms that could 
then be hired or bought at minimal cost by students who could not afford buying 
new ones. Similar initiatives could be started for text books and other equipment in 
the various NEIs. This would not only help students in need, but would also create 
opportunities for other students to be of assistance, creating a culture of paying it 
forward and as referred to by West et al. (2013:63) it would not only increase their 
ability to succeed financially, but could also improve belonging and group 
cohesion in the long run. Student accommodation could also be an aspect of 
possible relief especially if the NEI could negotiate special tariffs or places close to 
the CPAs for student nurses. 
4.3.3 RECOMMENDATION 3: Formulate and implement strategies to 
enhance personal growth and resilience of student nurses 
In theme two participants shared their personal growth. When searching literature 
related to personal growth it was found that personal growth in various texts were 
discussed as the students’ developing resilience. McAllister and McKinnon 
(2009:372) described resilience as an ability to rebound from adversity and 
overcome difficult circumstances or, alternatively, a process of adaptation to 
adversity.  
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4.3.3.1 Advised action 3.1: Develop and offer modules that would enable the 
development of assertiveness 
One of the aspects participants verbalised being very difficult to practise was 
assertiveness especially in the CPAs where they felt marginalised, victimised and 
not having any authority at all. A very specific recommendation from one of the 
focus groups was to include teachings, courses or modules in the formal nursing 
programme to assist the student nurses to develop assertiveness, become more 
resilient and to be able to speak up. The researcher is of the opinion that it would 
not only assist them when being confronted with verbal abuse, poor patient care 
and disrespectful behaviour, but would also be of benefit to them as professionals 
when needing to act as the patient’s advocate. 
4.3.3.2 Advised action 3.2: Realistic preparation of students’ pre-clinical 
placement  
Participants experienced great disappointment when entering the clinical areas for 
the first time as they felt excited by the expectations the educators created, 
expecting to be of use, as well as be looked after by clinical personnel as 
promised. However, when arriving to the units matters were very different. Nurse 
educators should be realistic and accurate when informing student nurses about 
the practical environment. They should avoid making promises or statements of 
support if they have not had exact confirmation from the CPA. Nurse educators 
could also arrange a possible tour of the CPAs to familiarise students with the 
facilities and peer mentoring could be used very effectively to orientate students to 
new rotations. 
4.3.3.3 Advised action 3.3: Offer and ensure adequate psychological support for 
student nurses both during and after office hours  
Many participants verbalised being aware of the services of student counselling 
and some even knew about clinical counsellors being available to the students; 
however, those who wanted to utilise the services found it difficult because of their 
academic and clinical timetables. The recommendation was to have these 
services available outside of office hours as well. One participant even 
recommended that support groups or reflection sessions be formalised or made 
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compulsory to all students in some way, definitely an aspect nurse educators and 
NEI could invest in.  
The researcher is of the opinion that these recommendations and advised actions 
if utilised by nurse educators or adapted to suit NEIs’ specific needs would 
certainly aid in optimising WIL of student nurses.  
4.4 LIMITATIONS OF THE STUDY 
The limitations of the study were as follows: 
(i) The first four focus groups were students from the same NEI as the 
researcher was awaiting authorisation from the other NEI, but saturation of 
data was reached and thus the study only includes students from one NEI. 
However the experiences shared reflected good integration of contact with all 
of the NEIs’ students’’ when in CPA. 
(ii) The sample used included third and fourth year students as the researcher 
was not sure how many students would volunteer to participate. However, for 
future studies of this nature the sample could have been decreased to 
include third year students only. The reasons were (1) that the accessible 
numbers of participants would have been less per institution thus saturation 
of data would not occur as quickly and (2) because the researcher noted a 
slight difference between how the third and fourth year participants 
responded. This was considered a limitation as the homogeneity of the focus 
groups was not completely in sync and might have had an impact on the 
depth of data collected. 
4.5 RECOMMENDATIONS  
These recommendations based on the findings of the research study and its 
limitations were generalised with regard to nursing practice, nursing education and 
nursing research as specific ones pertaining to the optimisation of WIL were 
already discussed. 
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4.5.1 Recommendations for nursing practice 
Nursing practice is a profession and everything done affects the health and well-
being of those needing care; therefore nursing needs to be safe, effective and 
always striving to promote health, recovery from illness and relieving suffering 
(Standing, 2014:1). 
The following recommendations are made for nursing practice: 
(i) Aspects related to the lack of resources such as poor hygiene and lack of 
equipment need to be addressed by CPA managers as it not only impacts on 
student nurses but on the patient as well. 
(ii) Registered nurses and unit managers, as well as the regulatory body 
(SANC) should be encouraged to revisit ethical aspects such as the pledge 
of service in order to reconnect with caring for all individuals in the CPAs. 
(iii) Motivation and award systems or projects could be employed to boost 
positive behaviour. 
(iv) Poor patient care and workplace violence should be addressed strictly 
according to the stipulations of the regulatory body (SANC) and the codes of 
conduct of the CPAs. It is imperative that personnel come to understand that 
actions have consequences. 
(v) A clear guideline, flow diagram should be made available to all areas in CPA 
to assist personnel in understanding the WIL outcomes of the students and 
how important their individual contributions are. 
(vi) The student nurses are influenced by both the CPA and the NEI and thus 
stronger collaboration and team work is deemed essential by the researcher 
to ensure the longevity of the nursing profession. Working together to resolve 
the challenges is desperately needed. 
4.5.2 Recommendations for nursing education 
Education involves getting people to make something of themselves within the 
activities that are thought to be worthwhile and whatever is taught in nursing 
programmes should lead to behaviour and actions congruent with nursing’s 
professional code of ethics and conduct (Pera & Van Tonder, 2011:291). 
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The following recommendations are made for nursing education: 
(i) Nurse educators need to focus on aspects they can change directly, such as 
those discussed in the advised actions in Section 4.3 earlier in this chapter.  
(ii) Nurse educators should be lifelong learners and thus ensure they stay up to 
date with changes and skills in the clinical environment by completing 
compulsory clinical hours which could be instituted by the regulatory body 
(SANC). 
(iii) The NEIs and nurse educators should be spokespersons for student nurses 
and patients when liaising with the CPAs by reporting positive and negative 
feedback in order to optimise WIL. This could be done at clinical forum or 
preceptor meetings, but should be done regularly such as once per term. 
Feedback could also be more formal such as quarterly reports and displaying 
feedback on notice boards.  
(iv) Nursing programmes should be adjusted to incorporate the changing needs 
of the students. The curricula should include modules related to 
assertiveness, resilience and managing difficult situations. Regular 
(depending on the groups it could be weekly or bi-weekly) reflective sessions 
should form part of the compulsory timetable. The large number of clinical 
hours also needs to be revised as to enable the students’ to have a more 
balanced student life, thus enabling them to optimally develop as new 
professionals. 
4.5.3 Recommendations for nursing research 
To provide quality care, nurses must implement interventions based on best 
research evidence available (Burns & Grove, 2011:465) which can only happen if 
research is done often, with reason and rigour and the findings disseminated 
effectively. 
The following recommendations are made for nursing research: 
(i) The experiences and findings are limited to a small group if looking at the 
vast number of student nurses being trained nationally. Thus it could be 
useful to do comparative studies of the experiences across provinces and 
nursing programmes. 
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(ii) Research could also be done on single aspects of evidence from this study 
such as the reasons for poor patient care or the unwillingness of registered 
nurses to assist the students. If these are better understood the researcher is 
of the opinion that lasting resolutions might also be found.  
4.6 PERSONAL REFLECTION 
As young novices in a thought-to-be-noble profession the experiences of constant 
exposure to poor patient care in the CPAs was the most taxing of the stories 
shared. It was also an emotional experience for the researcher. Her personal and 
professional values, as well as her own oath to humanity (pledge of service) 
created great turmoil at times as well as empathy for the hurt the participants so 
clearly displayed. Throughout the collection of data the researcher was very aware 
of the emotional and personal nature of some of these experiences shared and in 
order to objectively extrapolate data, build the necessary themes and portray the 
experiences as shared by participants the researcher used reflection and 
professional debriefing after each focus group. It was a humbling experience of 
concern listening to the experiences of our future cadre of nursing professionals.  
4.7 CONCLUSION TO THE STUDY 
It is the researcher’s opinion that the research objectives identified at the start of 
the study were reached. The rich, personal and often emotional experiences of 
participants of the study were grouped together in three themes supporting the 
research questions, with more specific sub-themes highlighting the detailed 
findings and experiences. It was evident in the study that the factors hindering the 
WIL of student nurses were more prominent, its experiences more challenging and 
its management complicated. It was also heart-warming to note that the positive 
experiences which enhanced the WIL were widespread throughout all of the CPA 
and not limited to only a few. The recommendations discussed by participants and 
the researcher’s own experiences with the support of literature were used to 
formulate recommendations and advised actions for nurse educators.  
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4.8 SUMMARY OF CHAPTER 
In this, the final chapter the researcher presented a synopsis of the study’s 
findings in order to draw the attention to the recommendations formulated for 
optimising the WIL of student nurses. The specific recommendations formulated 
were focussed on the nurse educators with the aim to empower them to optimise 
the WIL of the student nurses. The researcher also presented the study’s 
limitations and offered some generalised recommendations on how the findings 
could be used to improve nursing practice and nursing education, as well as 
possible areas of exploration for nursing research.  
A quote of deep meaning and continued inspiration to the researcher throughout 
her life, career and certainly this study were the words by Mahatma Ghandi,  
“Be the change you want to see in the world” 
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The data will be collected at focus groups by way of semi-structured interviews of 
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presentation about its background. There after each participant will receive an 
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advice shared. 
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4th year transcriptions (FG 3)
KG: what I'd like you to do, is tell us about your picture. Remember you share as much 1 
as you want to. If the colour of your paper is significant, do tell. If not, it's ok, and we 2 
take the conversation from there, and anybody can go first. And if you want to add 3 
something to what the person you saying, you are welcome to. Let’s go. 4 
S: this is on a green paper and it is not significant whatsoever. I like green. This paper 5 
is quite simple; that's blood and that's faeces and that's maggots. The reason why I 6 
drew this, it was my first day. I had colour coded the work for each drawing. Because 7 
the maggots, I was so shocked, you know, this was the first day and i opened this 8 
guy's wounds and a bunch of maggots just came crawling out, so I got chills from head 9 
to toe. It was shocking. I was amazed at the how I..(laughing) you know "daai reuk van 10 
die faeces" you get used to it and like the blood I expected like to feel like fainting with 11 
all this blood and it was actually cool that I could handle it.  12 
KG: up to any challenge 13 
S: Ok, I wrote my first year in big because that was a big year for me. The transition 14 
from high school to come and study nursing was not really, it was bigger than I 15 
thought. I didn't know I was so little prepared for what I was about to see because 16 
working in St George's I've always been to private hospitals and I knew exactly what it 17 
was like, so I expected that but going to a government hospital straight after going to a 18 
private hospital in my first year was for me shocking. I've never been in government 19 
hospital and when I walked into this hospital, Livingstone actually, I walked into the 20 
labour wards, and I just broke down. When I smelled what i smelled, I was.... That was 21 
a big thing for me . When I saw how place looked, it was terrible. There was a like, 22 
blood, the patients were exposed and I was not used to that. I cried and I phoned my 23 
mom and I  said to her this is not for me. Nursing is not for me. If this is what I am 24 
going to have to do, I can't do it. and she just…you know..."just have faith, it will get 25 
better, and so I learned to deal with it.  But that was a big thing to cope with it and 26 
handle. then this one here (showing picture); on my very first day, I was busy with a 27 
patient. we were busy with observations and the sister said we must do everyone. So I 28 
got to a 21-year-old and I was busy doing his blood pressure, it was very low. And I 29 
told the sister his BP is very low. And she said re-check, so i asked one of my 30 
colleagues to re-check it and he found it too, and as i was putting in the thermometer 31 
he shed a tear, and gave his last breath. And I saw that tear and I heard him take his 32 
last breath and that was my first death that I experienced. On my very first day in the 33 
hospital where i was already shocked. It was..i didn't know what to do. I just shouted: " 34 
Rescus!" So I was in a panic, and I called the sister and she said to me: "no, he is a 35 
DNR" so I was like. But we must do something, he's still young. But she was like, no 36 
he is DNR. I didn't find it in any of the papers, but I never asked  her where it stood. I 37 
never asked anything, I didn't query it, I just went upon what she said. We stopped 38 
rescussing him, and he died there in front of me and then she said I must assess the 39 
patient right next to him. It was a septic leg amputation, the man was cold already, so I 40 
had two deaths straight after one another.  Because that man wasn't assessed and 41 
she sent me to him. The guy right next to the one that I was busy with, I went white in 42 
my face, like white, white, white and I had to excuse myself for a while. That was the 43 
biggest challenge to overcome that and still get myself through nursing. 44 
KG : Sjoe 45 
S: Myne is maar net 'n prentjie, ook van my eerste jaar. Ek was nog nooit so kwaad in 46 
my hele lewe nie, ook vir 'n suster. Ek het  gevoel ek sal haar rêrig doodmaak, jammer 47 
om so te se. Ek en n ander student was op pad teater toe, in ons eerste week in die 48 
hospitaal. Nou hy het voorheen al ‘n pasiënt teater toe geneem, ek het hom 49 
accompany, hy gaan my wys. Hy gaan my supervise om dit te doen. Toe ons kom in 50 
teater, het ek eenkant gestaan en gekyk hoe hy dit doen. Toe sak die suster vir my af; 51 
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"Nee, doen jy dit." Te se ek vir haar: "maar suster ek kan dit nie doen nie, ek is hier 52 
sodat hy my kan wys. Sak sy vir my af: "ek se mos jy moet dit doen!" Toe se ek, :Ok, 53 
maar ek weet nie hoe nie, wys my eers en toe sak sy net agterna: "dis hoekom onse 54 
mense nooit ooit sal iewers in die lewe kom nie. die einste woorde wat sy gesê het: 55 
"You will amount to nothing". Toe staan ek stil, toe vra ek vir haar: "praat jy met my? Jy 56 
praat nie met my so nie, want my ma en my pa praat nie met my so nie. Dis net ek wat 57 
weet waar ek eendag sal uitkom. Ek sal nog eendag jou baas is". Toe loop ek weg 58 
(Laughter). 59 
KG: en jy onthou dit tot vandag toe. 60 
S: eerste jaar tot nou. 61 
KG: het jy haar al ooit weer gesien? 62 
S: Nog nooit weer gesien nie. (Laughter). 63 
KG: Next? 64 
S: My story isn't sad. I chose a yellow paper because it is bright, it is happy. My story is 65 
the opportunity I got to be a scrub sister when I was in third year. It was very nice, very 66 
nerve wrecking. I wrote nervous and exciting because  it must be sterile. it was just an 67 
evac, but, a very small operation still it needed to be sterile and I was scared that I was 68 
going to mess it up. So i was grateful for the opportunity that I got. The sisters that had 69 
the confidence in me to say that I can do it and that she won't even glove up or scrub 70 
up. So i scrubbed and the doctor was patiently waiting for me to drape the patient 71 
(laughing happily). So that was my memory. 72 
KG: by challenging 73 
S: by challenging because i took so long, because i didn’t know. You see them do it 74 
and in your mind while you are standing there as a floor nurse you say to yourself; 75 
"that goes after, you know what to do. But when you standing in that position its like, 76 
okay now what. And then there's always a pause before everything. So that was my 77 
challenging thing and i was grateful that the doctor didn't .... Cos he was done and he 78 
was standing and waiting for me. so that  was what made it challenging. 79 
S: ek gaan nou nie baie uitbrei nie, My ergste dag was die eerste dag toe ek n pasiënt 80 
moes wrap. Dit was n tannie gewees wat gesterf het, en ek moes gaan help. Ek en 'n 81 
ENA moes haar wrap en sy het nie geweet hoe om dit te doen nie, en ek het nie 82 
geweet hoe om dit te doen nie. so, jaa, maar dit was nie baie lekker gewees nie. 83 
KG: was jy n junior student of al n senior student? 84 
S:Junior student. So dit was vir my die ergste en ons moes haar afvat tot die mortuary.  85 
S: Toe ek die eerste dag in Livingstone kom met so baie pasiënte, net 'n paar susters 86 
en twee studente, en hulle gaan op tee vir hoe lank en los ons twee daar en ons weet 87 
nie wat om te doen nie. Ons is juniors en ons weet die basiese goed. So daar is niks 88 
wat jy vir die pasiënte kan doen nie. Ja, dit het my baie demotivated gemaak, ek wou 89 
nie eintlik nursing gedoen het nie en die omstandighede in die hospitaal waar dit vuil 90 
was, nie gewoond is hoe dit daar werk nie. 91 
KG: oranje papier? Significant? 92 
S: nee, ek hou net van die kleur (laughter). 93 
KG: so, your experiences are positive and negative and it sounded like most of 94 
the..that hard hitter was in the first year. 95 
S (all together): Yes 96 
KG: have things improved? 97 
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S:Yes 98 
KG: if you say "yes", how, if you say "no", why not? Talk to me about what you are 99 
experiencing in practice. You are the nurse there. Tell me what makes you able to 100 
learn when you are actually in the hospitals?  101 
S: all together: "yes"  102 
S:You are forced to. 103 
S: the thing is, in like Livingstone specifically, you are left alone, so you have to figure 104 
out what you have to be doing. They’ll show you maybe once or twice and then you 105 
are left to do it. So the opportunities are widely available and i think that taught us a lot 106 
on how to actually do it because you are just left in the situation, so you have to do it. It 107 
gives you that confidence to keep doing it. Like now, i really enjoy Livingstone 108 
compared to the first time. I actually love it because when we were working in casualty 109 
it was like there were so few of us, but it was really hands on. We were expected to do 110 
the stuff, so it was really really nice. 111 
KG: OK 112 
S: I also think the situation maybe has not changed, but we have changed, because 113 
now we can handle it. We looked at that situation in a different way and we are able to 114 
do more for a patient. We do not feel helpless. 115 
KG: OK, but what made you get from that helpless feeling to wanting to do a go back 116 
and physically do the work. 117 
S: you get used to the environment. 118 
S: you adapt. 119 
S: but is it something you want to adapt to? 120 
S: Dis verskriklik as jy dink jy doen iets goeds en dan kom jy die volgende week terug 121 
en jy sien dit wat jy gedoen het is maar net weer terug na basics. Dis maar net weer by 122 
stap een. Jy moet maar net weer jou weer opbou tot volgende week en dis so tot jy 123 
maar roteer na 'n ander plek toe. 124 
KG: so how does that make you feel? 125 
S:sad 126 
S: Ja 127 
S: It’s sad because you as one person can't change everything, so you expecting that 128 
somebody would see your work and would kind of change and adapt to you doing the 129 
right thing, so that more people would start doing the proper thing and then eventually 130 
the whole environment will change. But now you are the only person or you are two or 131 
three B Curs in a ward and you guys are doing the right thing but you are not there 132 
permanently for them to...(laughing). They take long to take on your positive 133 
behaviours. 134 
S: Ek wil maar net ook wys dat. Sy het nou kwaai ge-generalise (die suster). Sy was 135 
racist, maar sy is ook 'n Kleurling, so ek weet nie is dit racist of wat nie, want sy se ons 136 
kom mos nie ver nie, maar jy kan sien in PE, ons Kleurling outjies, hulle kom nerens 137 
nie. Hulle is in TIK en in die goeters. veral ek wat nou so 'n stout mannetjie gewees 138 
het, ek wil haar maar net wys. Ek is baie lief vir nursing, nursing is baie lekker, ek werk 139 
lekker. Elke plek waar ek gaan, almal wat ek saam werk like my, net goeie goed 140 
(laughter). Maar spesifiek vir haar, wil ek net haar wys dat enige iemand, as jy jou 141 
mind op iets sit, kan jy dit doen. Whether jy hoe deur wat moet gaan, jy sal eendag 142 
daar uitkom. 143 
S: Me, I always had fun. 144 
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KG: but did you have fun at the beginning? 145 
S: at the beginning, i had fun, it's just sometimes you come across those...daai mense 146 
wat baie erg is. Those people coming to work to make other people miserable. but 147 
then you kind of just ignore them. Ok, that’s just your problem. I am that person I've 148 
always been that person, you will deal with your problem whatever it is. as jy wil raas, 149 
raas. Because I cannot get angry for another person, because when I get angry it is 150 
something totally different (all laughing). I just avoid getting angry for other people. so 151 
ek raak nie kwaad vir mense nie, so ek aanvaar basies alle mense. Mense se 152 
houdings. Jy weet nie  juis wat die persoon deurmaak nie, so jy moet maar daai 153 
aanvaar. as iemand verbitterd werk toe kom, hanteer hulle maar. want dit baat nie jy 154 
wil ook nou ook kwaad raak nie, daar is altyd daai.  155 
KG: So what helped you cope in practice? 156 
S: Talking with one another. 157 
S; Support 158 
KG: who was your support? 159 
S: Students mostly. you talk at home but they do not understand the situation as what 160 
your colleagues would. So I think, I am not sure if I told my group of friends. We would 161 
laugh over things, like things really upset you to your core, but you end up laughing 162 
about it and that’s how you get over it, and it’s a weird thing because people do not 163 
always understand why you are laughing when you went through a hectic day. So the 164 
support was mainly them. Because they understood because they went through 165 
exactly the same.  166 
KG: if you could change something, what would you change? In practice, as the 167 
student. If i could give you a wand and say: fix one that that you think needs fixing to 168 
make it better for the next student, would you fix something? 169 
S; Yes, staff attitudes. Because the thing is, you go to work happy and excited to 170 
actually care for your patients, then you work with staff who are whining  and they just 171 
tell you stuff and you feel so worthless and helpless, you don't give your all in the care. 172 
it also affects the patients as well because i mean if you are not giving your all then 173 
they get affected. So if i could change anything  I'd say attitudes because then it would 174 
change the whole work environment better, staff would work well better together and 175 
the patients would actually get the care that should get, deserve. 176 
S; Staff attitudes i think 177 
S: most definitely, otherwise you will just be watching the clock. When is it 4 o'clock, so 178 
you can go? When is it lunchtime. if you work with staff that is really bad then you just 179 
want that break from them and then you can go out and get a break. and then you kind 180 
of "sug om terug te gaan". Its never about the patients, you don't mind whatever the 181 
patients throw at you, but if staff is like that. if you have nice staff you working with then 182 
whatever the patient is like, then you'll go to the nurses’ station and laugh about it. Like 183 
we had a patient the other day who didn't want to push and every time we tell her 184 
'Push" she'll just be laying there looking at us. Afterwards we were laughing. Who does 185 
that during labour? And it was fun, you know, because nobody was angry at her 186 
because we all laughed about it. But when people are bitter then it just becomes a 187 
whole bitter thing. 188 
KG: would you re-do this? 189 
S: nursing? 190 
S: i'll do first year up to 3rd year yes, but not 4th year. I’m honest 191 
S: middle fourth year 192 
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S: middel 4de jaar 193 
S: nee, hele 4de jaar. As ek moet terugkom, persoonlik, nee. ek sal enige ander 194 
universiteit gaan studeer maar nie hierso weer nie. 195 
S: ek sal dit nie oordoen nie. ek kyk net vorentoe, nie agtertoe nie (all laughing) 196 
S: I’ll do it over. Because you have more knowledge now. You are wiser, you are 197 
stronger to deal with things, so going back, you know you are going to find 198 
somebody... 199 
KG: but i didn’t say you are going to take all the knowledge. 200 
All laughing. 201 
S: well, no then. 202 
S: no then i don’t think i would want to do it over 203 
S: I wouldn't 204 
KG: what was the hardest for you to adapt to, other than staff attitudes? It's hard to 205 
change staff attitudes. 206 
S. uhm (agreeing) 207 
KG: do you think it was worse being a  Bcur student? 208 
S: not really, they actually appreciate our input as a b cur. 209 
S: some places, ja. 210 
S: some places don't like b Curs 211 
KG: so again it comes back to specific staff. Be it the staff in that ward, the leader in 212 
that ward. Is that what you are saying? 213 
S; uhm agreeing. 214 
S: Maar net nie die staf nie, maar party van die studente wat ook daar is. Jy is die 215 
NMMU student, so jy sal dit in elk geval doen, so hoekom moet ek dit doen? Ek sal 216 
gaan sit. Want jy het mos al die teorie, so jy weet alles, so doen dit.  217 
S: so dis net teorie gewys.. 218 
KG: how does that make you feel? 219 
S: BAie kwaad. 220 
KG: do you agree with the statement? 221 
S: nie heeltemal nie. Ons werk seker bietjie minder ure as hulle, maar ons werk is vir 222 
my meer in diepte, is meer opmekaar, die ure ook. 223 
S: ons werk dieselfde ure. 224 
S: werk ons dieselfde ure? 225 
S:uhm, hulle kry verlof en dan is hulle  vir n hele paar maande in die klas. en wanneer 226 
hulle moet gaan werk, dan is hulle net by die werk. So ons werk dieselfde ure. 227 
KG: so what makes you think you have less practical experience? 228 
S: daai interruptions van die een na die volgende en dan ook die irritasie wat jy elke 229 
twee weke of elke maand na 'n ander plek toe moet gaan so jy moet weereens nuwe 230 
mense moet ontmoet en ... 231 
S: jy raak net gewoond aan die saal en dan moet jy aangaan. 232 
KG: So do you think that makes learning more difficult? It hinders your learning, or 233 
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does it make you a stronger person at the end? How would you evaluate that? if you 234 
had to give me a list of :this makes it better for us in practice and this makes it hard in 235 
practice. This hinders my learning. What could those things be? 236 
S: it's difficult to answer for me because like as much as staff attitudes are a problem, 237 
you get to know the staff and you know that is her attitude and that is how I avoid her 238 
to get that so that i don't come to work feeling like I'm watching the time. So now you 239 
get to that point where you know okay that is how i go about dealing with this particular 240 
person, and then you change. Then you meet a new person. So the benefit is you do 241 
get to know people, how to work around things so that your job is about the patient and 242 
not about the person. Staff ja. But then you change, you keep changing. 243 
S: especially nou in ons 4de jaar, die werkery interrupt baie met die assignments wat 244 
ons doen, die toetse wat ons skryf, want ons werk van 'n Dinsdag tot somtyds na 'n 245 
Sondagoggend. Dan moet jy nou slaap Sondag, en jy het klas Maandag en jy moet 246 
nog leer, want jy moet Maandag skryf. Jy kom Sondagoggend by die huis, jy het nie 247 
tyd vir leer nie. Jy gaan jou boek vat dan slaap jy, en as jy weer sien dan is dit 248 
Maandagoggend al, dan het jy niks geleer nie, dan fail jy. 249 
S: i think what hinders a person's learning as well is because you are changing so 250 
much; each ward or unit has their own way of doing things. So you learn their way, on 251 
how to say, write peuperium, and you write it that way, and now you are comfortable 252 
with how it’s supposed to be. You go to Port Alfred and you do it that way, because 253 
that is how you were taught, and you get told, it's wrong! And they are not 254 
understanding that you, who should know how to do it, are doing it that way. But then 255 
you tell them that is how I was taught. And they like,no no no, this is how you do it. 256 
then you go to the next ward, and they want it a different manner. Maybe they wanted 257 
it the first unit you were at, so now you’ve got to try and remember how I did it back 258 
then instead of revising it constantly, now it's every time learning something new. So 259 
there's not that consistency and that's where the problem comes from changing ward 260 
to ward and you JUST learning it and now you’ve got to change it again. And then you 261 
get so confused. What is the right way? That for me is a bit confusing. 262 
S: en dis nie net staff attitude nie. Dis student attitude. Nou change ons van nursery na 263 
labour wards. Kom ons by daai labour ward, is daar studente wat rerig nie reg gewerk 264 
het met die susters nie. Kom ons daar, dan haal die susters hulle goed uit op ONS. 265 
Dan se hulle die vorige studente was so  266 
KG: and then you pay the price. 267 
S: ons pay nou the price van die vorige studente wat daar was  268 
S: Like at Settlers i told a sister I'm going to knock you out because she's now 269 
comparing us to others. Asking us can we put up IVs, when we know we can and 270 
saying but the previous ones who were here couldn't put up IVs and this type of thing? 271 
Like find out from the person or watch the person before making an assumption. 272 
KG: if you able recommend something. You are can now to help, because from this 273 
research the plan to put a bit of a guideline on the table for clinical staff in practice to 274 
assist students. What would you want in there? If you could say; these things we need 275 
for you to make it better for us or these things are what you are already doing, so don't 276 
change. What would you want in that guideline? 277 
S: Ons,  in die eerste paar jare was die lektore nie by soos in midwifery. elke week is 278 
daar iemand by jou. By die ander 3 jaar was daar nie iemand nie, so as daar 'n lektor 279 
gekom het, het jy jittery geraak, jy het nie geweet wat om jou aangaan nie. Miskien 280 
meer op 'n basis ingaan sodat die studente net half gewoond kan raak. En evaluations, 281 
yoh, dan klop jou hard net so vinnig, want as jy hulle sien dan weet jy dit is evaluation 282 
tyd.  283 
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S: en help studente met transport. Daai is die grootste issue. Ok, nie vir my nie, want 284 
ek het my eie kar, maar ek ken baie van die student, hulle het nie karre of niks nie.  285 
Die nursing department kan vir hulle 'n bussie kry en wanneer studente dit nodig het, 286 
kan hulle die bussie huur en die geld betaal en kan die een bussie almal een plek vat. 287 
dan hoef niemand laat te kom nie. 288 
KG: yep, it'll make practice better. What else? Is what you are taught here in your 289 
clinical lab days what is applied in practice? 290 
S: Not step by step because in some places the resources are not in place, so there is 291 
more improvising out there. So that is maybe why we also get jittery because we don’t 292 
know if we'll find everything we need as what we think  we need for the skill. So if our 293 
lecturers come more regularly then we would find how to improvise, like in this year we 294 
have to do a vaginal examination using the sterile gloves as our whole sterile field and 295 
everything because there weren’t such things at the facility we were at. So we didn’t 296 
know how to do that, so the lecturer came and she showed us to adjust. This is how 297 
you use the packet to wipe your hands and things like that. So when the lecturer 298 
comes more often, she would see the circumstances and she could help us improvise 299 
to help us make that better. 300 
S: ek dink ook dis goed want soos sy se, hier leer ons die basics, jy leer wat is reg, 301 
hoe om 'n skill te doen, soos aseptic technique. Jy weet wat om te doen en wat om nie 302 
te doen nie. Nou kom jy daar buite, in die hospitaal, nou het julle nou die die 303 
gereedskap nie, nou moet jy net jou eie brein gebruik, want jy weet mos wat is die 304 
basics. Dit leer jou ook maar net om te improvise. Soos hulle se, eendag sit hulle jou 305 
daar in Umhlobohlobo (all laughing), dan kom jy daar, nou het jy 'n Spar plastiek of iets 306 
soos dit. Nou moet jy dit net skoon maak. Of jy is in die straat en iemand kry seer. jy 307 
moet net improvise. Dit leer jou maar net om jou eie kop te gebruik. 308 
KG: anything else you'd like to add? 309 
S: maybe we can stay longer in a place. Maybe that would help. But i think it depends 310 
from students as well because it's not everyone who can cope so long with one ward if 311 
they really can't figure out like how to go about this staff.  312 
S: in some instances this rotation is good because: yoh, this  is darem my last week in 313 
this ward. 314 
KG: yes, it has it's disguised blessings but there are other ways in finding this golden 315 
road in the middle is what I want you to give me and I can hear you saying you know 316 
we need to change because we learn things but you also want to stay because it 317 
makes it easier. Then if it’s a bad place, then we go (say): “Thank you, we have to 318 
rotate”. It’s just, like you say, some students take longer, so they want to stay longer 319 
and others don’t so uhm, how to fix that and make it better for all involved. Do you 320 
draw on your staff to help you? Do you draw on each other, what made you get 321 
through the hard times? We didn’t have the psychologist when you were first years, 322 
but in 2nd and 3rd years did you use them or do you just sit around the coffee table and 323 
find the strength in each other? What made you cope? 324 
. 325 
S: cos you confide more in your friends. As she says, they know as well and the 326 
psychologist may know as well but we are physically there now in the work 327 
environment so you can compare stories and it’s kind of like when their story is similar 328 
or maybe they had a worse experience you can actually say what I’m complaining 329 
about or feeling bad about is not as big as what they are having. Then you actually feel 330 
bad for making such a big fuss about it. 331 
S: and maybe it’s time as well. Where we work we are maybe together teatime or 332 
lunchtime and that’s our meeting time whereas with the psychologist you have to put 333 
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extra time in, where we are gonna find where? 334 
S: and it’s so formal, you can’t swear (all laughing). 335 
KG: (all laughing)..I understand. I do understand. “Soos,  jy wil haar dood geslaan 336 
het”.(All laughing). 337 
S: I mean, you need that, that’s your method of coping. 338 
S: or your friends at home, daai is die beste. Soos ek het nie nursing vriende by die 339 
huis nie. Ek het net klomp straat tjommietjies (friends). As ek met hulle praat, dan kan 340 
hulle hulle so klaar lag en als is net…net om oor dit te lag. 341 
KG: yes 342 
S: maak als beter. Veral om met my ma ook te praat. My ma se sommer: “Daai vrou 343 
maak ek nou dood”. Ek sal nou Baai toe kom en haar uit die hospital haal. Dan is ek 344 
oraait, ek lag my net klaar vir haar. (laughter).. 345 
KG: so it’s important to have support systems.  346 
S: (all agreeing): Uhm 347 
KG: and however you find them, you need to have them. 348 
S: what gets me very excited is because I love looking at things and learning new 349 
things. So I think why I love Livingstone, now that I’m thinking about it, is because 350 
there you see everything and I like to see new things. I’m not one for the same things. 351 
It must be new and I want to be hands on. And I’m able to take that and talk about it 352 
and it just makes you realise what an amazing job we are doing and that is what gets 353 
me very excited about nursing. It’s just knowing tomorrow I’m going to see something 354 
new, I’m gonna learn something new and I’ll be able to do something about it. That, I 355 
like. That’s what keeps me, cos there’s always awesome things. 356 
KG. So if you got given the choice of doing something else, would you? 357 
S: yes 358 
S: ja 359 
KG: or would you do nursing again? 360 
S:I like nursing 361 
S: I don’t think I would do it again. 362 
S: I don’t have a problem with it but I wouldn’t mind doing something else, you know. 363 
S: ja 364 
S: I think it’s still fun, I don’t have a problem with it. I always saw myself an as 365 
engineer. 366 
KG: oh my goodness Sir! 367 
S: Ek sal dit weer doen. Ek het nog nooit gedink van kleins af dat ek sal ‘n nurse wees 368 
nie. My ma het my self in nursing gedruk . Ek het nie gevra nie. Sy het seker nie 369 
gedink ek sal matriek slaag nie. en sy het vir my gese ek moet dit gaan doen. Toe se 370 
ek “fine”, want ek het ingekom by Lilitha en toe se ek hoekom moet ek Lilitha toe gaan, 371 
my broer is ook daar, so dit sou friction gewees het. Ek wou eintlik iets in forensics 372 
doen en mense oop sny in die mortuary.  Nou nursing sal my help om daar te kom. Dis 373 
hoekom ek dit weer oor sal doen, dan sal ek daar uitkom, een van die dae. 374 
S: Nee, ek sal 10 teen 1, as dit my gaan bring waar ek wil wees. Ek gaan bietjie 375 
medies doen, as ek klaar is. Maar soos nou, wil ek nog n jaar hou, so dis nog n jaar 376 
wat my lewe half op hold sit. En eerlik waar ek is al 27, so ek moet dink aan ander 377 
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dinge ook. 378 
KG: genoeg is nou genoeg. Anything else you want to add? 379 
S: Its fun though 380 
KG: it’s fun being the nursing student? 381 
S: it’s fun going to hospitals and dealing with all these patients and you meet people 382 
with the weirdest circumstances, I don’t know what you call it. Its fun. 383 
S: its because it’s a skilled profession. Nie baie mense kan dit doen nie. Hulle mag 384 
dink ok bedpans, ander se “holle” skoonmaak, maar om dit te doen is rêrig baie 385 
lekker….(inaudible) 386 
S: because sometimes you get in a ward and you just get to sit or stand against the 387 
wall and you just talk to all these people and you hear funny stories and those things. 388 
Its therapeutic for them, its therapeutic for you so… 389 
S; as jy voor ‘n chartered accountant praat wat meer as jy “pit” (pay), oor sy werk sit 390 
(praat), dan se jy maar net vir hom, jy kan nie dit doen nie, al pay jy meer  as ek. As jy 391 
in n hospital gaan le, dan gaan ek na jou kyk. 392 
S: all laughing 393 
KG: you are very right, very very right. Thank you very much for your time. I truly 394 
appreciate it. I want those pictures please,  yes (light-heartedly) they are mine. 395 
S: can I say something else, I also think how we act influences staff. There was a 396 
sister who was said to be so “misluk” and you don’t want to work with her, but like me I 397 
try to be very positive always and enjoy do what I love. So I went there and I was all 398 
happy and I greeted her “Hi sister” and everything, and her whole attitude changed 399 
and I’m like: “she’s not that bad”. So I think students must also be, take it upon 400 
themselves to be the better person and then the sister will follow. So instead of saying 401 
“Oh she’s “misluk”, so I’m going to be misluk too. 402 
S: you need to go to a ward not expecting. You hear form your other colleagues, this is 403 
what they experience but you need to go there, like a clean slate or whatever cos you 404 
don’t know anybody so you give everybody a chance and you make a good first 405 
impression so that you don’t get the impression that they maybe have. 406 
S; maar die ding is, sommige kyk ook na jou gesig. Kyk, soos ons drie het saam 407 
gewerk nou in Setlaars. Dar is ‘n suster wat hom sommer vir geen rede nie “gelike” het 408 
nie. Hy het sommer nie werk toe gekom nie. ons almal was saam. Hy het saam haar 409 
gery, ek het met ander studnete gery. Ons almal kom saam in die werk in, maar sy sak 410 
sommer vir hom af: Maar jy kom laat, hoekom kom jy laat? Jy kom nou eers hier. Hy is 411 
lankal saam on shier.  412 
S: ek is voor die suster by die werk. 413 
S: night shift Slaap al die susters. Terry hulle le ook daar en slaap, sy sien net vir hom 414 
en sy skel vir hom. 415 
S; miskien herinner jy haar van iemand 416 
KG: that’s possible, we all bring our own personal things with and to separate that from 417 
work is often the price that you as the newcomer or the students pay. You said that  418 
not to go about other’s information, yet as a first year you want to have been warned 419 
about this. How does that change? How does that make a difference? 420 
S; that a situation is different from a person? 421 
KG:  yes 422 
S; like a situation would’ve prepared me emotionally and mentally whereas if I knew 423 
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this  ishow they are working and functioning, then I think I would’ve handled it better 424 
and I would also prepare myself to speak up and actually ask if that was the way, and I 425 
know differently. But whatever, staff as you said, you can’t change them but you can 426 
work with yourself to influence them so I think there is a difference between a person 427 
and a situation. 428 
S; en om dood eerlik te wees, maar voor ek gekom het, het ek gedink, Jis dit moet ‘n 429 
glamorous graad wees, n glamorous iets wees wat ek gaan doen, want almal praat so 430 
goed daarvan. Dan kom jy hier, dan werk jy jou “gat” af en dan dink jy, rerig? Is dit nou 431 
so glamorous, nee ek dink nie so nie. dit is ‘n slegte, ondankbare werk eintlik. Veral as 432 
jy die orientation program kom doen hier, net voor jou eerste jaar. Dan is jy so 433 
opgewonde, maar as jy instap by meneer Willemse die eerste dag, dan vertel hy jou 434 
van al die goeters, en dan , nee…ek wil dit nie hoor nie. 435 
S; Dis nie ‘n ondankbare werk nie, rêrig nie. Kyk ek is net ‘n student en hoeveel mense 436 
het al my ma gebel. Ek is nie van Port Elizabeth nie, maar ek help mense want hulle 437 
ken my ouers. Dan bel hulle my ouers. kyk ek het nou die dag n meisie se babatjie  438 
deliver wat daar by ons bly, Nou haar ma werk by my ma. Dan bel hulle my ma. Ek 439 
was nou in Somerset die weekend, toe moet ek omgaan daar na hulle toe en ek moet 440 
kom kyk hoe lyk die baba, en hulle gee die babtjie se naam, my naam. Kyk ons het 441 
fees. ’n  paar jaar gelede het ek rondgeloop op die fees. Ek het die vrou van geen kant 442 
geken nie, maar toe ken sy my onthou en se: jy’t my so gehelp, toe introduce sy my 443 
aan haar hele familie. Dis baie lekker om n nurse te wees want jy kry daai mense wat 444 
dankbaar is. 445 
KG: it’s got both sides of the coin. It’s one of those jobs, one of those careers that 446 
you’ve signed up for. 447 
END 448 
